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M™ elderly patients have found the wearing 
of a truss a nuisance, and therefore seek 
surgical relief. Other aged patients have experi- 
enced incarceration on one or repeated occasions. 
The patient may insist on surgical repair, despite 
the fact that he may have other diseases of greater 
concern to the physician.' 

The incidence of hernia is high in the elderly 
individual. Landers found it to be one in four 
in men 70.2, Means, in an Old Soldier’s 
home with 1,417 men, with an average age of 
71 years, found a 19 per cent incidence.’ 


over 


Incarceration is increased in the elderly, as 
the graph (Figure 1) compiled from the statis- 
tics of Macready reveals.* Grace and Johnson 
gave a 10 per cent incidence of irreducibility in 
the aged.” The frequency of incarceration and 
strangulation, and the these 
complications are of great importance. Ferguson 
et al., in a study of intestinal obstructions in the 
aged, found 101 of 136 cases (75 per cent) of 
small bowel obstguctions in the aged were due to 
external hernia.© Debenham found that half of 


consequences of 


From the Departments of Surgery of the Presby- 
terian-St. Luke's Hospital and the University of 
Illinois College of Medicine. 


for September, 1960 


Hernia 


M.D., AND STEVEN H. Nyt, M.D., Chicago 


210 cases of intestinal obstruction in patients 


over 50 were due to external hernia.? Cutler 
found a similar incidence: 35 of 56 cases of in- 
testinal obstruction in the aged were due to ex- 


ternal hernia.® 
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Figure 1. Percentages of irreducibility of ingui- 
nal hernia in man, according to ages in 12,686 men. 
(Chart constructed from figures given by Macready, 
Jonathan Treatise on Ruptures. 442 pp. Chas. Griffin 
and Co. Ltd, London 1893) 





The mortality rate of emergency surgery in 
hernia in the elderly greatly exceeds that asso- 
ciated with elective procedures (Table 1). Sev- 
eral factors account for these differences. In 
addition to general dehydration, deficient blood 


Table 1. Morratiry IN EMERGENCY OPERATION FOR 


STRANGULATED INGUINAL OF FEMORAL HERNIA. 


M ortality 
Percent 


Author Cases 


Bearse (1927)° 
Frankau (1931)” 
Brooks (1937)” 
Merke (1943) 
Beck (1948)** 
Strenger (1949)™ 
Sainberg (1950)* 
Debenham (1953) 
Cutler (1956)° 
Vaughan (1958)* 


Jacobson (1958)* 


volume, and shock in an unprepared patient, are 
the general and local effects of acute bowel ob- 
struction. The mortality rate has a direct rela- 
tionship to age.’° The mortality rate also is di- 
rectly related to the length of time of strangula- 
tion, as shown by Requarth’® and Laufman.’® 
Procrastination in the elderly patient with an 
irreducible hernia is dangerous. Hernia with fre- 
quent incarceration is almost certain to strangu- 
late at a later date.*° 


Surgery in cardiac patient 


Significant other disease, contributing to the 
risk of surgery, is a complicating factor in the 
majority of the patients of this age group. Wil- 
cox and Clagett found that only 20.6 per cent 
of the patients in this age group were free of 
serious complicating disease.*° La Due states 
that 
more important than age in deciding the risks of 
surgery.*t Almost all aged patients have a de- 
In a group of aged 


degenerative cardiovascular changes are 
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creased blood volume.’ 
patients having surgery, reported by Beling, ade- 
quate correction of blood volume was credited 
with decreasing the mortality rate from 17.4 per 
cent to 8 per cent.?* The hematocrit, hemoglobin, 
and red cell count may give a false sense of secu- 
rity in that these values do not indicate accu- 
rately the circulating blood volume. 

The patient with cardiovascular disease is less 
tolerant of complications. Atelectasis and pneu- 


142 


monia are frequent sequelae. Heart failure 
appear suddenly and unexpectedly, under stre.s 
The aged patient may have an apparent incre ised 
tolerance to shock, because of a decreased re- 
sponse to shock. Moore*® and Elman’** have st ited 
that such a response is to the patient’s advan age, 
unless complications develop; if they do he fre- 
quently is unable to cope with the added in-ult, 
Contraindications to major surgery in the pa- 
tient with heart disease include infarction w: thin 
three months, congestive failure, uncontr:lled 
arrhythmia, and active myocarditis.*? Any pa- 
tient with heart disease, who has a mild to 1od- 
erate limitation of activity should be digita!ized 
prior to surgery. Adequate rest and salt resiric- 
tion are necessary in patients having elective sur- 
gery. A patient with a healed myocardial iniaret 
is more likely to have a fresh infarction than one 
who has not had a previous infarction.*’ The 
risk is not excessive, however, when operation is 
imperative 
to de Peyster et al.?* When surgery is performed 


approximately 5 per cent, according 


within three months after an infarction the mor- 
tality rate is high, in excess of 60 per cent.” 
The clinical findings in postoperative infarction 
may differ from those occurring in other infare- 
tions. Cardiac pain may not be a prominent 
symptom, since the patient may be recovering 
from anesthesia, or be under the influence of 
narcotics. Unexplained hypotension, tachycardia, 
arrhythmia, or pulmonary edema in the early 
postoperative course warrants an electrocardio- 
gram. Vowles found that nearly three-fourths 
of the postoperative myocardial infarctions de- 
veloped on the day of operation, or within the 
first three days following surgery.*® On the con- 
trary, three-fourths of the postoperative cerebral 
infarctions occurred after the first postoperative 
week. In their series, one-third of the myocardial 
and 
farctions gave a history of hypotension. 


infarctions two-thirds of the cerebral in- 

The incidence of postoperative thromboem- 
bolism is high, especially in the patient having 
cardiac pathology.** Dehydration, like shock, is 
associated with a decrease in the circulating 
blood volume and an increase in the viscosity of 
the blood, both of which favor thrombosis. Ane- 
mia and inactivity also favor thromboembolism. 

Fluids must be given with caution. The daily 
maximum should not exceed 2,000 ce. In an 
emergency, time must be taken to overcome de- 


hydration and shock. The restriction of salt and 
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fluics parenterally in the aged patient under- 
surgery has been a great factor in the re- 


col! 


duction of mortality.2031%* 


Elective surgery 


|: ctive surgery should be done with reserva- 
tions in the elderly patient with confusion, evi- 
marked cerebral 


dence of previous stroke, or 


arteriosclerosis. Frequently the mental state 
will deteriorate after operation, or another stroke 
will follow. Avoidance of undue sedation at any 
time in the convalescence is of great importance 
the arteriosclerotic patient. Cerebrovascular 
accidents may occur after relatively minor pro- 
cedures, or after unduly heavy sedation. 
Elective repair of a hernia should not be done 
in the presence of excessive cough, constipation, 
or prostatic obstruction, The straining associated 
with these pathological findings favors recur- 
rence of These 
should be corrected before surgery. A clear urine, 
that he 


hernia. pathological changes 


with the patient’s statement has no 
urinary difficulty, should not rule out prostatic 
obstruction. Rectal examination of the prostate, 
and catheterization should be done. 

Elderly patients must be seen frequently dur- 
ing the early post-operative period. Complica- 
tions recognized in the incipient phase may be 
aborted. Despite all preoperative preventive 
measures, unexpected complications oceur. 

Illustrative Case: A 72 
Luke’s Hospital 
inguinal hernia 
inguinal hernia. The incarcerated right inguinal hernia 


vear old man entered St 


with a painful incarcerated right 


There was a smaller, reducible left 


was repaired under local anesthesia. The bowel color 


returned and resection was unnecessary. Six days later 
he developed severe pain and incarceration of the left 
hernia. Under general anesthesia it was necessary to 
resect 18 inches of gangrenous bowel. Convalescence 
was complicated by pleurisy and effusion 
The wound infection 
higher than in the younger patient, due to de- 
the 


Careful hemostasis. and minimal trauma to the 


incidence of may be 


creased resistance and vitality of tissues. 
tissues, are necessary requisites of the operation, 
Removal of the testicle and spermatic cord are 
advocated frequently in the elderly male to ob- 
tain a firmer closure of the inguinal canal. 
Removal of the cord, however, is no assurance 
Higinbotham recorded an 
recurrence of 11.8 per cent with 
He also stated that the 


patients 


against recurrence. 
incidence of 
removal of the cord.*? 
incidence of 


Whose cords and testicles were removed. 


infection increased in 


for September, 1960 


The mortality rate in elective surgery in in- 
guinal and femoral hernia in the elderly patient 
has been reported in the literature as 0.0 per 


7,12-16,34,35 


cent to 3.8 per cent. 
Study of 100 cases 

This report deals with 100 patients, 70 years 
of age or over, with inguinal or femoral hernia, 
had repair at Presbyterian-St. 
Luke’s Hospital, Chicago. Eighty-five were males 


who surgical 
and fifteen females. The average age was 75.2 
vears; 18 were over 80 years of age, and the 
eldest’ was 99. Ninety-three patients had in- 
guinal hernias and seven had femoral hernias. 
Bilateral inguinal hernia was present in 11. Ten 
of the inguinal hernias were recurrent, and three 
All the 
hernias were incarcerated at the time of admis- 


were incarcerated. seven of femoral 
sion, and 26 of the inguinal hernias were in- 
carcerated on admission. 

Preoperative complicating disease was pres- 
ent in 73 per cent of the patients. Postoperative 
complications developed in 19 of the 100 pa- 
tients. (Table 2) The two deaths were due to 
pneumonia and bowel necrosis, both patients 
having strangulation and bowel resection. 

Table 2. PosTopERATIVE COMPLICATIONS FOLLOWING 
OPERATION FOR INGUINAL OR FEMORAL HERNIA IN 100 
PATIENTS OVER 70 YEARS OF AGE. 


Complications 


No. of Cases Mortality 


Mental confusion 
Urinary obstruction 
Wound 


Wound hematoma 


wn bt 


infection 
Bowel hemorrhage 
Pneumonia 

Bowel necrosis 
Pulmonary embolus 
Auricular fibrillation 
Tachycardia 
Exfoliative dermatitis 
flareup 


a ae ee ny ia ee 


Gout 


General anesthesia was used in 64 of the 100 
patients, procaine infiltration anesthesia in 33, 
and spinal in three. Bilateral repair was done in 
six of the 11 patients having bilateral hernias. 
and in three additional patients bilateral repair 
was staged. Bowel resection was necessary in 
seven of the 100 patients, six with inguinal and 
one femoral hernia. 

Rarely do inguinal and femoral hernias oc- 
cur simultaneously in elderly men. The follow- 
ing is an interesting example of such a case. 





A man of 80 entered Presbyterian-St. Luke’s 
Hospital. He had bilateral inguinal hernias of 
ten years’ duration. Hypertension was a com- 
plication. At operation for intestinal obstruction 
a small incarcerated, Richter’s type femoral 
hernia was found. Bowel resection was not neces- 
sary and convalescence was uneventful. 

Incarceration of a hernia may occur during 
early convalescence from other major surgery, 
particularly abdominal surgery. We have had 
several such instances occur, for example: 

An 80 year old man developed incarceration 
of a left inguinal hernia on the tenth postop- 
erative day following a gastric resection. Surgery 
was carried out under local anesthesia, with un- 
eventful convalescence. 

The eldest patient in this series of cases was 
a man of 99 with an inguinal hernia that he had 
tolerated for 31 years. No truss had been worn 
in this interval. Surgery had been refused on 


three occasions. He entered Presbyterian-St. 
Luke’s Hospital with incarceration, and at op- 
eration, the bowel was found to be strangulated. 
Eight inches of gangrenous bowel were resected. 
He left the hospital on the tenth postoperative 


day after an uneventful convalescence. 


Summary 


1, One hundred patients, 70 years of age or 
over, who underwent surgery for inguinal or 
femoral hernia at Presbyterian-St. Luke’s Hos- 
pital are reported. 

2. The incidence of incarceration is high in 
the elderly patient. 

3. Death usually occurs in the strangulated 
hernia that requires emergency bowel resection. 
The mortality rate in elective surgery is low. 

4, Other complicating disease is frequent and 
contributes to the operative risk and to the 
higher incidence of postoperative complications. 
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7" PURPOSE Of this paper is to outline and 
document the program to combat drunken 
driving in Vermilion County. 

The dangers of such driving are self-evident. 
The National Safety Council reports that 
about 30 per cent of all fatal accidents involve 
drinking drivers.) Chances of being imvolved 
in an accident are 3 to 10 times greater after 
more than one cocktail or one bottle of beer; 
thus the effect of alcohol is present whether 
the imbiber feels it or not. Dr. Horace E. 
Campbell, chairman of the Colorado State 
Medical Society’s Automotive Safety Com- 
mittee, told the Conference of the American 
Association of Motor Vehicle Administrators 
last year that “alcohol is the single largest 
factor in our motorcar accident situation. It 
is equal to all other causes combined.” In 
Montana 55 per cent of autopsy reports of 
deaths from vehicle accidents showed blood 
alcohol sufficient to impair the driving ability 
of the average individual. The Nassau County, 
N.Y., percentage was 50; in Grand Rapids, 
Mich., 60; in Baltimore, 52. In Buffalo 
chemical tests given to everyone involved in a 
traffic accident over a given period showed 55 
per cent had been drinking. In Evanston 12 
per cent of all drivers stopped at random in one 
week had significant amounts of alcohol in 


their systems.” 
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Vermilion County 


Cuarves J. Suppie, M.D., Danville 


The excellent study by Haddon and Bradess 
in Westchester County, N.Y., showed that, in 
58 of 83 fatalities (almost 70%) im single 
vehicle accidents, drivers had been drinking 
enough to impair their ability.* A similar study 
by the Delaware State Police showed 80 per 
cent had been drinking.? 


Situation critical 


Vermilion County’s statistics are alarming. 
In 10 years the coroner’s office has reported 209 
persons killed in traffic accidents; at least 74 
(over 35%) had been drinking. Records of the 
traffic engineering department of the State of 
Illinois reveal that the number of accidents in 
Vermilion County has increased fivefold in the 
last 20 years. The department of police, City of 
Danville, records show that during 1959, out 
of a total of 360 accidents, 20 drivers were 
booked for public intoxication and 29 for driving 
under the influence of alcohol. Eighteen others 
were to have had warrants filed against them 
charging that they were driving while under the 
influence of alcohol, but it was never done. 
Accidents resulting from driving under the in- 
fluence of alcohol caused about $27,000 worth 
of property damage in Danville alone during this 
time, according to police estimates.* 

Prevention may be found simply in a more 
stringent observation and arrest of drunken 
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drivers before they can become involved in an 
accident. In Detroit, in 10 years of chemical 
testing of drinking drivers, the fatal and_per- 
sonal injury accidents due to alcohol were re- 
pioneer ot 


duced by 95 per cent. Indiana, 
chemical testing, raised its conviction rate to 
97 per cent and maintains it.” However, up to 
Sept. 1, 1959. the Vermilion County clerk's 
oftice revealed that of those arrested and charged 
with driving while under the inthuence of aleohol, 
only 40 per cent were found guilty. It became 
common knowledge that too often the drunken 
driver need only plead not guilty, secure the 
services of an able attorney, and he would never 
© convicted. In the last two vears, since the 
passage of the Ilinois Motor Vehicle Act, the 
penalty of conviction for driving under the in 


fluence of aleohol has been mac 


le severer rev- 
ocation of the driver’s license for one vear. 


Hence, the pleas of not guilty Increase. 


Method of attack 


With these facets in mind, knowing 
chemical tests are admissible in 


I] 


have been upheld in Illinois.® the 


torney, the county sheriff. and the 
formed a program aimed to secure evidence to 
obtain conviction of those charged with driv- 
ing under influence of aleohol and also to pro- 
tect those not guiltv of this offense. Our first 
plan was to have a_ physician examine 
drunken driver upon his arrival at 
jail following his arrest. However, all too often 
a person with a high blood alcohol can_ fool 
even the most experienced observer. Therefore. 
blood specimens were drawn to be sent To an 
appropriate laboratory for the blood alcohol de- 
termination. 

It was difficult to find a laboratory which 
However, Mr. 


James Christensen, superintendent of the TIli- 


would do our determinations. 


nois State Crime Laboratory, came to our aid. 
Through his cooperation, a svstem of sending 
10 cc. tubes of oxalated blood to his department 
was set up. The Harger Drunkometer, owned 
by the county but not used for some time. was 
renovated and used again. A special examina- 
tion form prepared by Dr. Max Apell, pathol- 
ogist at Burnham Citv Hospital, Champaign. 
was filled out on each examination. This form 
checks motor activity. reflexes, and observations 
about the general behavior of the person in 
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custody. Usually the author has been ab : to 
get each person arrested to inflate the d: ink. 
ometer or to submit to a blood test. The 
prisoner is asked to sign an authorization per- 
mitting blood to be drawn, and usually both 
the drunkometer and blood level are obt: ned. 
Of those arrested, 95 per cent have agreed one 


or the other test. 


Accident reduction 


In the ten month period, September | 959 
through June 1960, 188 persons were arr: sted 
and examined. One hundred thirty six (75%) 
were charged with driving under the influence 
ot aleohol: 117 were convicted, and 116 were 
awaiting trial. At the discretion of the exaniiner 
and State’s attorney, 49 were charged with reck- 


less driving, and of these, 49 were found guilty, 


Three passengers were charged with — public 


intoxication: all were found guilty. Three others, 
though originally charged with driving under 
the influence of alcohol, were found to have neg- 
ligible blood aleohol levels and were released, 
Even without cases that are pending, the 
county's conviction rate has doubled in the last 
six months. Also, the vehicle fatality rate for 
the first six months of 1960 is one-fourth what 


it was for the comparable period of 1959! 


Summary and conclusions 


Through the cooperation of the State’s at- 
torney’s office, the sheriff's department, local 
physicians, and the Tllinois State Crime Labo- 
ratory. a system hoped to be effeetive in cur- 
tailing the appalling rise in traffie accidents 
and deaths due to alcohol has been developed in 
Vermilion County. Although no one ean keep 
people from going out to drink and then drive. 
the ability now to obtain evidence to convict 
these drivers, and the penalties imposed sub- 
sequent to conviction are of such nature that 
citizens are realizing that the risk involved in 
drinking and driving is too great to take. 


REFERENCES 


Traffic Safety (Chicago), 55:27 (Oct.) 1959. 
Kearney, P.: HBD, Curse of the Road, Traffic Safety, 55:8 
(Oct.) 1959. 
Haddon, W., Jr., and Badess, V. A.: Alcohol in the Single 
Vehicle Accident, J.A.M.A. 169:1587 (Apr. 4) 1959. 
. Congleton, R. C.: Danville City Police Department, Dan 
ville, Ill. Personal communication to author. 
5. Donigan, R. L.: Chemical Tests and the Law. Evanston, 
The Traffic Institute, Northwestern University, 1957, p. 17 
. Ibid. People vs. Bobezyk, 343, Ill. p. 54. 


Illinois Medical Journal 





Cook 


\op! 
Ro 

Di 
Co 

Dist 


medi 
disea 
tors | 
diffic 
trave 
tong 
body 
dome 
preca 
irom 
thora 
phret 
ment 
relati 
holl D 
mobi | 
thern 
intest 
coat 


for Se 





—_— 


Clinical-Surgical Conferences ( 





| 























Esophageal Perforations 


Cook County HOosPitTaL 


\LODERATOR : 
Robert J. Freeark, M.D. 
Director of Surgical Education, 
Cook County Hospital 
DISCUSSANT: 
John, M. Dorsey, M.D. 
Professor of Surgery, Northwestern Univer- 
sity; Chairman, Department of Surgery, 
Evanston Hospital 


Dr. Ropert FreeEARK: The esophagus com- 
prises but a small portion of the total length ot 
the gastrointestinal tract but contributes a great 
deal to the anguish and consternation of the 
medical profession called upon to manage its 
diseases. Certain anatomical and physiologic fac- 
tors combine to render their management both 
difficult, and controversial. In the first place, in 
traveling some 30 cm. from the base of the 
tongue to the stomach, it enters three separate 
the the chest, and the ab- 
domen. In so doing, it picks up a somewhat 


body areas— neck, 
precarious and highly segmental blood supply 
from the thyrocervical trunk in the neck, the 
the and the inferior 
phrenic vessels in the upper abdomen. The seg- 


thoracic aorta in chest, 
mental character of this blood supply and the 
relatively poor collateral within the wall of this 
hollow tube limit the surgeon in his efforts to 
mobilize, resect, and repair this structure. Fur- 
thermore, unlike the remainder of the gastro- 
intestinal canal, the esophagus has no serosal 
coat. from which a fibrinous seal may be elabo- 
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rated to assist healing of anastomoses and re- 
pairs. Through most of its length it lacks mobile 
adjacent viscera to assist in walling off injured 
areas. Add to this its established tendency to 
dissolve when exposed to persistent contact with 
gastric acid, the high pressures to which it is 
subjected in such acts as belching, vomiting, and 
swallowing, as well as its protected and sur- 
gically inaccessible location in beth the chest 
and abdomen, and you can appreciate why the 
esophagus remains the “unsolved” hollow viscus. 

Among the disease processes encountered in 
the esophagus, one of the most difficult to diag- 
nose and treat is perforation. Whether this re- 
sults from external trauma. endoscopy, excessive 
pressure within the lumen or the erosion of 
tumors or gastric acid, the end results of treat- 
ment leave much to be desired. This is our prob- 
lem and subject for today. Our guest, Dr. John 
Dorsey, has unique qualifications for his role as 
an expert in the field of esophageal disease. He 
ix a skilled surgeon equally at “home” in the 
chest and abdomen. In addition, he has studi- 
ously investigated the clinical, pathologic, and 
laboratory aspects ot esophageal disease and is 
the author of numerous fine articles on these 
subjects. His contributions to the study of the 
problem of esophagitis and its role in esopha- 
geal perforation has been particularly valuable 
and we welcome his opinions on the cases to be 
presented today. 


Mackler of 


we will 


Dr. Saul our 


thoracie 


In the absence of 
own department of surgery, 
show a movie prepared by him which presents 
data of three spontaneous 
perforation of the esophagus successfully re- 


paired at Cook County Hospital. They consti- 


clinical cases of 
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Figure 1. Foreign body lodged in the esophagus 
at the level of the third vertebra. 


tute some of the first reported survivals follow- 


ing surgical closure of these perforations. 
We will begin by presentation of the cases. 


Case 1 


Dr. JoHN Boswick (surgical resident) : This 
6 year old Negro male was admitted to the hos- 
pital about six hours after swallowing a toy bell. 
Posteroanterior and lateral x-ray views of the 
chest revealed the presence of a metallic foreign 
body in the posterior mediastinum opposite the 
third thoracic vertebra (fig. 1). 

Initial attempts at endoscopic removal were 
unsuccessful because a moderate amount of 
bleeding obscured the foreign body. A second 
attempt the next day was also unsuccessful, and 
following return to the ward, the child de- 
veloped chest pain, fever and toxicity. Gaseous 
crepitation in the subcutaneous tissues of the 
neck was noted. Repeated x-ray films Cemon- 
strated mediastinal emphysema and no change 
in position of the foreign body. 

Dr. FreEARK: Let us stop at this point and 
enlist Dr. Dorsey’s assistance. I’m sure you all 
appreciate that the child has suffered a perfora- 
tion of tne esophagus with escape of air and 
saliva into the mediastinum and tissues of the 
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neck. In addition, a foreign body remain- res. 
olutely wedged in the lumen of the esophagus, 
Dr, Dorsey, be our guest. 

Dr. Joun M. Dorsey: What occurred i: this 
case has been clearly stated, and we can radily 
see that the situation is a not altogether appy 
one. When the second attempt at endoscvpy js 
unsuccessful, you have little choice but to re- 
move the foreign body by surgery. The problem 
then becomes one of surgical approach, ani the 
a thoracic and 
route. The level of the foreign body, in 


cervical 
this 
was opposite the third thoracic vertebra, 


choice rests between 
Case, 

In general, we know that perforations oi the 
esophagus as far down as the level of the fourth 
thoracic vertebrae can be effectively drained 
through an incision in the neck and the inser- 
tion of soft rubber drain into the posterior 
mediastinum (fig. 2). While this is adequate for 
drainage, I think it would perhaps be diffi- 
cult to reach such a foreign body through an 
esophagotomy in the cervical area. If, in such a 
situation, after studying the x-rays one felt that 
the foreign body could be reached by this inci- 
sion, it would be the one of choice as it provides 
drainage of the mediastinitis and avoids entering 
the pleural cavity. But should the level of the 
foreign body be a little beyond the surgeon from 
this approach, then we know from our approach 


Figure 2. Surgical approach for drainage of the 
upper mediastinum. 
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to carcinoma of the esophagus that the right 
transthoracic approach is very effective and 
simple. It is easier on the surgeon than posterior 
mediastinotomy, though undoubtedly more diffi- 
cult for the patient. 1 think the surgeon, de- 
pending upon the child’s general condition, im- 
mediately should try to accomplish the removal 
hy commencing in the neck. I believe this for- 
eign body could be removed through a cervical 
incision. If it were lower, it could be taken out 
by transthoracic approach. 

Dr. Freeark has provided you with a sheet 
(see summary and conelusions) outlining the 
fundamental principles of management of esoph- 
ageal perforations. I agree entirely with the 
things he has said but would like to expand sev- 
eral points. In regard to endoscopic perforations, 
I think the role of surgical intervention is a 
controversial one. Certainly management with 
reliance upon antibiotics, parenteral feedings, 
and delayed surgical drainage of localized ab- 
scesses is the practice in many institutions and 
will suffice for many cases. The smaller wounds, 
especially those within the cervical esophagus, 
have a tendency to seal themselves. By with- 
holding all food and discouraging swallowing, 
you tend to encourage this sealing process. It 
may be difficult to find the perforation if you 
do try to repair the hole. 

But infection in the mediastinum or neck is 
not easy to control and may not respond to 
antibiotics unless surgical drainage is provided. 
In deciding upon a course of action, you have to 
weigh the time interval since injury, the site. 
size, and apparent sealing of the perforation, as 
well as the ability of the patient to withstand 
operative intervention. Most endoscopic perfora- 
tions are within the cervical esophagus and can 
he adequately drained by neck incisions under 
local anesthesia. In most cases this should be 
done promptly. There are other instances, when 
we have a recognized perforation of the thoracic 
esophagus, and it is no different than that of an 
intraperitoneal viscus. Then there would be no 
question about immediate surgical intervention 
and repair. So I think we have to keep that in 
mind when we think of the treatment of perfo- 
ration. In this case, it probably occurred in the 
‘ime related to these two endoscopic procedures. 

Unfortunately we sometimes think that be- 
cause the signs of perforation may occur after 
endoscopy, and particularly after unsuccessful 
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endoscopic examination, that it was the opera- 
tor’s fault. But remember that the foreign body 
has been present for a number of hours and that 
pressure necrosis may have produced perforation 
by itself. That has often been the mechanism of 
death in neglected esophageal foreign bodies. 

Dr. FreearK: Would you suspect that perfo- 
ration in this child was endoscopic and would it 
make any difference in your management? 

Dr. Dorsey: I don’t think it would make any 
difference in the management. It would be easy 
to perforate an inflamed and obstructed esopha- 
gus during endoscopy, but we don’t have to pre- 
sume that that is what happened to treat it. 

Dr. Freeark: If the foreign body is impacted 
above the fourth thoracic vertebra, would your 
initial exploration always be cervical ? 

Dr. Dorsey: I would not say always. The 
foreign body will usually arrest either well above 
the fourth thoracic vertebra or well below it 
near the tracheal bifurcation. In cases such as 
this we might try a cervical approach and if it 
fails, turn the patient over and open his thorax. 
The point is that, even though cervical incision 
has been made and removal of the foreign body 
was not successful through it, that incision can 
be a valuable and effective site for drainage. 

Dr. Freeark: If you encounter perforation 
following diagnostic esophagoscopy and there is 
no foreign body problem, do you treat it con- 
servatively or use prompt surgical drainage ? 

Dr. Dorsey: The surgeon is often called in to 
see such patients after the accident has occurred, 
and usually a number of hours have elapsed. 
He seldom has to make up his mind at the onset. 
I do not do endoscopy myself so it never happens 
to me; but had I done the endoscopic procedure, 
I would have a pretty good idea of the size of 
the perforation, and that would determine what 
I would do next. The situation resolves itself 
into the old dictum: When the organism involved 
is relatively avirulent, any treatment works; 
but if it is a virulent organism, then only the 
most effective treatment works. That means ade- 
quate drainage, and it should be carried out 
usually by cervical mediastinotomy, rarely but oc- 
casionally by transthoracic approach. I should 
say that unless the patient shows signs of con- 
tinued improvement on nonoperative manage- 
ment of absolutely nothing by mouth, parenteral 
antibiotics, and the usual supportive measures, 
operation should be carried out. 





Dr. FreeEARK: How important is it to close 
the perforation ? 

Dr. Dorsey: I don’t think it is important at 
all. If good drainage is established by an opera- 
tive procedure, I don’t think closure is necessary. 

Dr. FrREEARK: The situation is, I presume, 
analogous to injuries of the bladder in that as 
long as the viscus is decompressed and provisions 
made for free egress of escaped contents to the 
outside, spontaneous healing will result. 

QuEsTION: Is there a period of time beyond 
which you do not wish to leave a foreign body 
untreated ? 

Dr. Dorsey: It would depend on its size. | 
would not want to leave a large one in the esoph- 
agus very long. The smaller ones may pass, but 
even small ones that are sharp may perforate. | 
have great respect for the esophageal muscula- 
ture, and even with sharp objects there will 
usually be some self-sealing as they escape. Re- 
member that a large foreign body may produce 
pressure necrosis, and this is seldom capable of 
sealing itself. Remove large ones promptly. 

QUESTION : What is the role of Lipiodol® swal- 
low in the investigation of patients with esoph- 
ageal perforation or foreign body? 

Dr. Dorsey: I think Lipiodol swallow is very 
useful. I have no objection at all to using it be- 
cause, if it shows perforation, you know you 
have a major leak and must do something right 


away to provide drainage and to close the hole. 


Figure 3. Mediastinal abscess 
following perforation of an esoph- 


ageal diverticulum. nal abscess. 
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Figure 4. Lipiodol swallow 
in the patient with mediasti- 


QvESTION : If you do an endoscopy in a 6 yar 
old child, is general anesthesia necessary? Is 
endotracheal tube essential ? 

Dr. Dorsey: 
and serious procedure whether the patient. i 


endoscopy may be a_ diffic 


child or adult. | had a case some time ago in 
Which endoscopy was carried out under ideal . 
cumstances by an 


expert; vet perforation 


curred. The patient was not cooperative. If 


patient is uncooperative, as most children are 
would prefer general anesthesia with an en: o- 
tracheal tube. 

I would like to show a few slides which mighit 
help to emphasize some of the points we have 
been discussing. We should realize that we en- 
counter not only traumatic perforation of the 
normal esophagus but also certain pathologie 
states that may predispose to injury. Here is 
one | saw after several days. The patient had 
swallowed something, and had dysphagia; the 
The 


patient had some bleeding, so the scope was with- 


endoscopist was not sure what he saw. 


drawn and the patient returned to his room. 


Four days later here (fig. 3) is a mediastinal 
abscess, Figure 4 shows the results of a Lipiodol 
which demonstrated 


tion. This abscess was drained by a_ posterior 


swallow prompt extravasa- 
mediastinotomy through the right chest, extra- 
pleurally. That is a difficult operation and is not 
necessary. Transthoracic drainage at this level 
is just as good and much easier to do. The prob- 
lem was complicated because the incision con- 


Figure 5. Repeat Lipiodol swal- 
low following surgical drainage of 
mediastinal abscess. 
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Figure 6. Barium swallow in 
patient with esophageal stric- 


ture. 


Figure 7. Lipiodol swallow in 
same patient following perfora- 
tion by food bolus. 


tinued to drain. | thought we had left a foreign 
body or that there was an osteomyelitis at a rib 
end so we gave her another Lipiodol swallow, 
and this (fig. 5). The patient had an 
esophageal diverticulum, and 
had inadvertently passed a scope right through 
the bottom of it. Failure to obtain a barium 
swallow before endoscopy resulted in this per- 
foration. When we recognized this, we removed 
the diverticulum and the wound closed. This I 


found 


have seen in two cases since, and the picture is 
always the same: The endoscopist pushes down 
the scope, sees some aerolar tissue, has some 
bleeding because he perforated the diverticulum. 
Figure 2 shows a surgical approach for the re- 
moval of an esophageal diverticulum ; it suffices 
for drainage of the cervical mediastinum. We 
prefer to do it on the right side. Figure 6 dem- 
onstrates another cause for perforation; this is 
the barium swallow of a patient who had had a 
stricture for many years requiring repeated dil- 
Then difficulties arose when a 

food finally 


atation. acute 


became impacted and 
(fig. 7). This 
neither instrumental nor a foreign-body type. 
We achieved drainage by left lower mediasti- 


bolus of 


caused perforation cause was 


notomy, which was a difficult procedure. The 


patient was getting along fine but on the seventh 
day had massive hemorrhage from perforation of 
the aorta and died. That is always a potential 
cause of death in patients with mediastinal ab- 
CeSS, 

Dr. FREEARK: For this child the cervical ap- 
proach was attempted initially. The esophagus 
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the endoscopist 


and periesophageal area showed some inflam- 
matory changes from the perforation, although 
the perforation itself was not seen, The esopha- 
gus was delivered up into the cervical incision. 
A finger was inserted alongside the esophagus 
into the chest, and a foreign body could be felt 
but could not be delivered back into the neck 
for removal. An esophagotomy incision was made 
in the neck and a curved forcep was passed down 
the lumen of the esophagus, the foreign body 
grasped and extracted, and the incision closed. 
The neck was drained without establishing the 
location of the perforation. The child fortunate- 
ly did quite well, had only moderate drainage 
from the incision, and the drains were removed 
in five days. He continued to have an uneventful 
course and made a successful recovery. 


Case 2 

Dr. WiLLtt1AM Norcross. (surgical resident) : 
This patient, a 49 year old white male, was 
admitted to the surgical service of the Cook 
County Hospital with a history of severe pain 
for 12 hours in the low back, lower abdomen, 
and costovertebral angle areas. He had experi- 
enced occasional bouts of “indigestion” for 10 
or 12 years, especially following alcoholic intake, 
and the present episode commenced in a fashion 
familiar to him except for the element of back 
pain. He had vomited five or six times just prior 
to admission and had three liquid stools, and the 
back pain became more severe. On admission his 
blood pressure was 82/50 mm. Hg, pulse rate 88 
per minute, and he had “grunting” respirations. 
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His chest was clear and the abdomen semi-rigid, 
with occasional bowel sounds. A Levine tube was 
passed and large quantities of wine colored fluid 
were obtained with some relief of his complaints. 
The patient initially appeared improved on 
intravenous fluids and antibiotics. Amylase con- 
centrations on admission were 128 units in the 
serum and 256 units in the urine. The normal 
values in our laboratory are below 32 units. He 
was observed for 24 hours during which time 
he rapidly became disoriented and irrational. On 
the morning of the second hospital day slight 
subcutaneous emphysema was detected in the 
tissues of the neck, and a positive Hamman’s 
sign was noted on examination of the heart. 
X-rays confirmed the presence of mediastinal 
emphysema as well as subcutaneous emphysema, 
and surgery was undertaken immediately. 
Dr. FREEARK: Hamman’s sign is the ausculta- 
tory finding of a “crunch” syncronous with each 
heartbeat, a characteristic of mediastinal emphy- 
sema. This x-ray (fig. 8) illustrates the problem. 
I saw this man on admission. The description 
of the Levine return as being wine colored is very 
apt because it was pure muscatel. He was gross- 
ly inebriated, and the history he gave was un- 





Figure 8. Perforation of the esophagus with air 
in the subcutaneous tissues of the neck. 
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reliable. He was in shock and obviously had 
severe abdominal pain. With the picture of -,ock 
and the acute abdominal findings, the i itia] 
study of amylase determinations was made Ad- 
mission films of the abdomen were not re: :ark- 
able, but the study did not include a chest ray, 
The patient was treated 12 or 18 hours for > cute 
pancreatitis before the chest x-ray film was 
studied. By this time perforation of the es: yha- 
gus had undoubtedly existed for perhaps as long 
as 18 to 24 hours. 

Dr. Dorsey: Dr. Freeark showed me. this 
film earlier. He did not wish to pretend that it 
was this patient’s film. It showed some of the 
findings this patient could be expected to have 
had, and it is good for teaching purposes, but it 
is usually impossible to get this clear an x-ray 
of a patient with such a history. These indi- 
viduals have terrific discomfort, and they cannot 
hold still because of terrific discomfort; so their 
X-rays are not very adequate. 

One has to rely on the history and physical 
findings. They are rather characteristic, and it 
was at the Cook County Hospital that thev were 
first well established. I remember Dr. Roger 
Vaughan telling years ago about these people 
admitted here after drinking bouts and retching 
who would become ill and die, and postmortem 
would show perforated esophagus. It was not 
until about 1946 that the first surgical survival 
took place. Dr. Mackler thereafter made a movie 
of the experiences here. 

Patients with ruptured esophagi are difficult 
to categorize accurately. Perforations without 
endoscopy, foreign body, or external violence are 
said to have spontaneous perforations. These un- 
doubtedly encompass a number of pathologically 
different situations. For example, we know that 
the esophagus may perforate following neuro- 
surgical operations. Harvey Cushing pointed out 
this relationship between stimulation of the mid- 
brain and the occurrence of erosive acid peptic 
esophagitis, ulceration, and eventual perforation. 

Patients with the same disease rupture as a 
result of an incredibly high hydrostatic pressure 
level that develops within the lumen of the 
esophagus during vomiting. 

The patient presented is an extremely interest- 
ing and difficult one. If we accept the fact that 
he has experienced a spontaneous rupture of the 
esophagus, what about the elevated amylase val- 


ues and the history so suggestive of pancreatitis? 
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Ii is possible that his difficulties began as an 
acute pancreatitis following an alcoholic debauch 
and the repeated vomiting led to postemetic per- 
foration. It is also possible that the amylase val- 
ues were elevated by absorption of pancreatic 
and salivary juices that escaped into the medias- 
tinum through the esophageal rent. Or it is pos- 
sible that the amylase values represent a labora- 
tory error. 

The abdominal findings presented by this pa- 
tient are not unusual in spontaneous rupture of 
the esophagus. The clinical picture frequently 
may be confused with a perforated peptic ulcer 
or other intra-abdominal catastrophes because of 
the absence of significant findings indicative of 
difficulties in the chest. The preservation of 
bowel sounds is typical of a ruptured esophagus 
but not of ruptured peptic ulcer. 

The upper abdomen may be rigid, but most 
often bowel sounds can be heard. A grunting 
type of respirations is characteristic as is tell- 
tale crepitation in the cervical region. Early in 
an esophageal perforation, subcutaneous emphy- 
sema in the neck in sometimes difficult to feel. 
But once that finding is elicited, the suspicion 
would be strong that a perforated esophagus 
exists, 

Certainly the signs of discomfort in lower 
esophageal perforation and in pancreatitis are 
similar. In some instances, severe, acute 
pancreatitis may produce pleural effusion. A 
perforated esophagus will eventually rupture the 
mediastinal pleura and result in the escape of 
esophageal contents into the chest with a similar 
x-ray picture of pleural effusion. However, I 
would feel that this man has had a perforation 
of the esophagus with or without pancreatitis 
and that treatment with thoracostomy must be 
done regardless of the time interval since perfo- 
ration. It is surprising how often drainage of 
the highly irritative fluid from the chest cavity 
promptly improves the status of these patients. 

Dr. FreearK: The patient was taken im- 
mediately to the operating room and a left pos- 
terolateral thoracotomy incision was performed 
in the eighth intercostal space. The overwhelm- 
ing percentage of cases of spontaneous rupture 
occur in a characteristic site just above the dia- 
phragm on the left side. Nearly always the rent 
is a longitudinal one and involves only the lower 
three inches of the esophagus. Some pictures 
taken at the time of surgery illustrate the pathol- 
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ogy. In the first slide you can see the intact but 
necrotic mediastinal pleura with a characteristic 
blackish discoloration. A moderate amount of 
pleural fluid had already been aspirated but on 
opening this necrotic pleura, a large amount of 
fluid, air, and debris gushed out of the medias- 
tinum. The esophagus was then delivered by 
blunt dissection into the wound; and you will 
note that the esophagus itself does not share in 
this peculiar discoloration. Here you see sutures 
closing a rent about one and a half inches in 
length in the lower end of the esophagus on the 
left side. The mediastinal pleura and chest cavity 
were irrigated, and waterseal drainage was estab- 
lished for the left chest. The patient was quite 
markedly improved immediately, but he died 
rather suddenly about 48 hours after surgery. 
Permission for autopsy could not be obtained. 

Dr. Dorsey, we appreciate your remarks on 
ihe importance of diagnosis. This entity is not 
common. We had to go back three years to find 
this case; so another one is long overdue. These 
perforations are often missed. It takes great 
alertness on the part of the first doctor to ex- 
amine the patient to diagnose the condition. 
Only then can we salvage these difficult surgical 
problems. 

Have you seen many spontaneous perfora- 
tions ? 

Dr. Dorsey: We reported nine last year at 
Evanston Hospital, a large series for a hospital 
of its size. These were all that were encountered 
since 1952. Interestingly there was surgical con- 
sultation on four and all of them survived; one 
was a newborn infant. That raises the question 
of why a newborn should have a_ perforated 
esophagus when there was no mouth-to-mouth 
breathing. 

Dr. FREEARK: Do you think peptic esophagitis 
is a factor in many cases of apparent spontane- 
ous perforation ? 

Dr. Dorsey: I think it is an important fac- 
tor. Patients with peptic esophagitis may be un- 
aware of its presence. It is probably an important 
contributory factor to most perforations. I am 
impressed with the experimental and clinical 
work that implicates a pressure phenomenon in 
these cases. Efforts to stifle a sneeze or to stimu- 
late vomiting may prove costly. Dr. Mackler and 
others have demonstrated in animals and human 
cadavers that when the closed esophagus is sub- 
jected to increasing pressures, the site of the rup- 
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ture is almost invariably in the same location at 
the lower end. Seven pounds pressure per square 
inch is usually required in an adult. 

If pressure alone is responsible, vou would 
think we would see more of these cases, in view 
of the number of people who vomit violently. 

Dr. Irvine F, Stein, Jr. (attending sur- 
geon) : What about the advisability of diagnostic 
thoracentesis in these cases ? 

Dr. Dorsey: By all means. It is extremely 
difficult to get good x-rays in these patients, and 
it may be difficult to tell even with a good x-ray. 
the exact nature of the chest problem. Aspiration 
is very worthwhile. The fluid may contain food 
particles or, on testing with Topfers reagent, 
prove to contain gastric hydrochloric acid and 
wrap up vour diagnosis. 

Dr. FREEARK: Several years ago we had a pa- 
tient in whom diagnostic thoracentesis returned 
food particles and gastric acid. The patient’s 
respiratory difficulty was not esophageal perfora- 
tion, however, but a strangulated hiatus hernia 
in which the entire stomach was entrapped with- 
in the left chest. She too required a thoracotomy. 

Dr. Dorsey: I think the important thing is 
to consider the possibility of spontaneous perfo- 
ration in patients with abdominal pain. The 
characteristic triad of labored respirations with 
or without cyanosis, abdominal rigidity, and sub- 
cutaneous emphysema will usually be elicited if 
sought for. Quite characteristic in patients with 
postemetic rupture is pain following vomiting, 
unlike most intra-abdominal conditions which 
result in vomiting after the pain is established. 

Dr. FREEARK: We will now show Dr. Saul 
Mackler’s movie illustrating three cases of spon- 
taneous esophageal perforation treated at Cook 
County. (Movie shown at this time.) 

Dr. FreearkK: I think you will agree that this 
beautiful movie has made an excellent supple- 
ment to the fine discussion of our guest. It has 
been a pleasure and honor to have you with us, 
Dr. Dorsey. 


Summary and conclusions 

1. While pre-existing esophageal disease may 
play a role, most esophageal perforations are 
either traumatic (endoscopic, foreign bodies, 
penetrating chest wounds) or hydrostatic (post- 


emetic, suppression of a sneeze, heavy lifting). 


2. Certain local and anatomic factors permit 4 

treacherous sequence of events following esoph 
geal perforations. First, the escape of highly 
fectious oropharyngeal secretions ensues, becai 
the relatively poor musculature. and the absei 
of a serosal coat on the esophagus prevent sp 
taneous sealing. Secondly, the lack of mol 
adjacent viscera and the free tissue planes «f 
the mediastinum permit rapid spread of int 
tious material. In addition, the poor vasculariiy 
of the mediastinum and pleural space preveiit 
adequate antibiotic concentrations. 
3. Instrumental perforation is most frequest 
in the hypopharynx or upper esophagus and may 
occur without the awareness of the endoscopist. 
It should be suspected when: 

(a) During endoscopy, brisk bleeding and 
loss of normal landmarks occur. 

(b) After endoscopy, in any patient who 
complains of pain or dysphagia or 
develops a fever. 

The diagnosis is usually confirmed by a chesi 
x-ray or by palpation of air in the soft tissues 
of the neck. Treatment is either operative with 
repair and drainage or conservative with reliance 
on antibiotics, parenteral feedings, and delaved 
surgical drainage of localized abscesses. 

t. Hydrostatic perforations are often called 
spontaneous but appear to result from sudden 
increases in intraesophageal pressure. They occur 
in the lower esophagus just above the diaphragm 
on the left side. They should be suspected in any 
patient in whom: 

(a) Pain follows vomiting —regardless of 
whether the pain is in the chest or 
abdomen. 

(b) The clinical picture of perforated pep- 
tic ulcer is unassociated with free air. 

(«) Cervical crepitation accompanies chest 
or abdominal pain. 

The treatment consists of emergency left thora- 
cotomy with closure of the perforation, and 
drainage of the mediastinum and pleural cavity. 
Death may occur unless the condition is recog- 
nized. 

5. The most frequent late complications of 
esophageal perforation is mediastinal abscess 
with or without empyema. Esophagocutaneous 
fistula, subdiaphragmatic, and cervical abscesses 


also occur. 





Picture credit. Figures 2 through 7 are reprinted from Christopher’s Textbook of Sur- 


ery, edited by Dr. Loyal Davis, ed. 7, through courtesy of the editor and Dr. Dorsey. 
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NTIL RECENTLY THE psychiatrist had little 
U to do with the patient who has or has had 
cancer. Not many years ago the major psycho- 
logical problems were keeping the patient rea- 
sonably comfortable with morphine, sedation, 
and deception, and recenciling the family to 
their inevitable loss. The long term survivor of a 
cancer operation was unique, and therapy was 
almost completely concerned with symptomatic 
management of the terminal cancer patient .To- 
day, however, the major problem for the cancer 
patient is not that of reconciling himself to 
death, but rather to face the problems of living. 

Our experience and that of others have shown 
clearly that almost all cancer patients treated 
adequately have some emotional difficulties. 
Moreover, unless these problems are solved either 
by the patient alone or with his family or pro- 
fessional help, there may be tragically unneces- 
sary invalidism and suffering. 


Pretreatment anxieties 


When the symptom of cancer is first recog- 
nized, the patient immediately begins to antici- 
pate what he believes is going to happen to him 
during treatment. Often this can produce such 
acute anxiety that the patient may delay in seek- 
ing medical intervention; on the other hand, 
even if medical help is sought, it may initiate a 
series of defensive maneuvers which would at- 
tempt to avoid therapy. Fortunately, most peo- 
ple are able to seek medical care and to undergo 
treatment. Highly individual fears and antici- 
pations develop. For example, patients may pro- 
ject into the future concern about recurrence ; or 
anticipate social rejection if mutilative surgery 
should be necessary; or even develop feelings of 
unacceptability. 

Patients interviewed on the day of admission 
into the hospital express feelings of being trapped 
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and helpless. Some telephone their families and 
request that they be taken home as a last des- 
perate effort to thwart the dangers perceived. In 
a ward, they selectively perceive the experience of 
the other patients around them. The importance 
of the day of admission cannot be overempha- 
sized. The patient experiences a reinforcement of 
all the fears and anticipations. 

If surgery is the treatment, fears concerning 
anesthesia are expressed immediately before the 
operation. The majority of patients state that 
total anesthesia must be induced before they 
could possibly submit to surgery. Some ask that 
they be completely “out” even before leaving their 
beds to go to the operating room; others ex- 
press fear of loss of consciousness. All of these 
feelings are indications of integrative attempts 
to deal with the threatening life situation and 
cannot be understood outside the context of the 
individual patient’s adaptation. 

%eflections of tension or panic occur immedi- 
ately after admission to the hospital. Eating 
patterns are usually disturbed and restful sleep 
is impossible for most, sometimes even with seda- 
tion. Preoperative dreams, if reported, are us- 
ually of nightmare proportions, and often re- 
lect the nature of the patient’s anticipation. For 
example, one patient reported a dream in which 
she found herself in a butcher shop with female 
breasts extended from meat hooks all around 
her, although in the dream her own breasts were 
still intact. This patient was to have a radical 
mastectomy on the following day and, although 
she had not been informed of this probability, her 
anticipation is quite clear in the dream. 


Postoperative depression 


Postoperative reactions are sometimes even 
more dramatic. Horror dreams frequently occur. 
Physiologic reactions such as excessive perspira- 
tion and tachycardia are manifested. Most 
patients have difficulty in eating and report that 
they are unable to swallow food or that they 
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have lost their appetites. Again there are a 
variety of sleep disturbances, inability to fall 
asleep, early waking, fitful and restless sleep, 
and fatigue on arising. During the day some 
patients sit quietly, sometimes crying without 
participating in any ward activities, while others 
are overactive, often eagerly helping nurses with 
their work. All these comprise response to an 
environment which the patient perceives as 
hostile and injurious, and, with marked individ- 
ual variations, are usually a watchful mobiliza- 
tion of inner resources to prevent still further 
injury. The patient may believe himself over- 
whelmed by the threat to his safety or his 
ability and become seriously depressed. He may 
be unable to make decisions and may show 
signs of actual disorganization. This state of 
mind is usually accompanied by profound feel- 
ings of dejection and a sense of helplessness, 
a retreat from function, and at times even 
suicidal thoughts. Such an _ anxiety-ridden 
patient usually turns to other people for help 
and loses his “independence.” He seeks advice, 
consolation, and reassurance, and help in making 
decisions and in solving problems. 

Depression and dependence are the reactions 
most generally regarded as regressive. It should 
be emphasized that in the vast majority of 
patients they are both appropriate and tem- 
porary and often are a prelude to the process 
of emotional repair. I cannot emphasize too 
strongly that these reactions should not be 
penalized at any time. Unless the patient has 
adequate help, he may not be able to solve his 
problems, and chronic depression, restriction 
of function, and pathologic dependence may 
persist long after hospitalization. Only rarely 
can he receive adequate professional help, and 
more often than not he is left wholly on his 
own to receive from friends and family what 
is often well-meant but inappropriate advice. 

On the other hand, some patients attempt to 
master their difficulties by sheer force of will. 
This is in effect a form of denial of the limita- 
tions of their own power. When left unguided, 
this process may result in inappropriate solu- 
tions which can be bizarre and ineffective, or 
may even result in total failure and subsequent 
feelings of defect. As a matter of fact, the 
patient’s enthusiastic attempts to master the 
situation are often closely akin to elation and 
are actually a thin veneer for profound depression. 
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The end of hospitalization heralds the e- 
ginning of convalescence. Some patients re 
eager to go home and feel that only then \ il] 
they be able to recuperate properly. Family «nd 
friends represent the support and warmth + \at 
cannot be realized in the sterile and symbolic..!ly 
mutilative atmosphere of the hospital. O- er 
patients, however, are not too eager to ret irn 
home, either because of feelings of weakn: <es 
or because they feel unable to face people as 
vet. These patients are relating the therapei:tic 
result to a social context and feel that even the 
impersonal environment is less threatening than 
projected fears of social unacceptability. 


Impact on family relationships 


Although the actual surgical experience is 
over, the feelings aroused by it remain active. 
Many patients complain that their families 
and friends refuse to discuss the experience so 
that the patient may forget. Such patients are 
usually resentful and feel that they would be 
greatly relieved if everyone would accept the 
fact and refer to it as they would to other 
experiences in life. However, other patients do 
not wish to discuss the experience at any time, 
since it may result in depression. They very 
quickly become hyperactive to prevent think- 
ing about the experience and becoming “blue.” 

In attempting to resolve feelings about the 
whole experience, the support and understanding 
of the patient’s family has an enormously signi- 
ficant role. 

The family relationship during the illness 
depends upon the nature of the relationship 
before that illness. Where the relationship be- 
tween spouses has been warm, the patient can 
expect continuing support and sympathy. He 
can receive practical help and encouragement 
before and after treatment, and he can expect 
and can accept nursing care from the spouse 
when he returns home. Despite impairment of 
earning power, he can continue to be loved. If 
the patient is a woman, her failure to perform 
household tasks as effectively as before may be 
expected and will be well tolerated. If advanced 
cancer develops, the same warmth and support 
can be expected, as well as _ suppression 
of the spouse’s own grief with efforts to sustain 
the patient’s morale. Such unions seem to be 
based on mutual affection and trust, and there 
are no serious economic nor sexual conflicts. 
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A large group of marriages are essentially 
“facade” marriages, with partners indifferent 
or ambivalent and expecting little from each 
other. They appear to be social and economic 
unions without mutual affection or trust, and 
none develops. In this type of marriage the 
patient can expect little help from the spouse, 
and the spouse usually is excluded or excludes 
himself from planning treatment or care. The 
patient is usually vehement in protesting his 
independence of the spouse or lack of need 
for care; truly none would seem to be forth- 
coming if he demanded it. 

Many marital partners are frankly hostile to 
each other. In this case, no help may be ex- 
pected from the spouse in any phase of illness, 
and no emotional support is offered. If advanced 
cancer comes or the patient becomes terminal, 
the spouse tries to transfer responsibility and 
have as little as possible to do with the patient. 

At the beginning of the illness the hostile 
spouse may appear to be an interested one and 
often forces the patient into treatment. This is 
done not for the patient’s sake, but rather te 
prevent further deterioration of his own position 
or the imposition of an unwelcome burden. The 
hostility soon becomes apparent, as the spouse 
then acts as do other hostile spouses, 

If the patient has been the pivotal member 
of the family, the family members may need 
considerable help in readjusting their lives to 
his invalidism or to his death. Alarming 
symptoms may precipitate disorganizing panic 
related not merely to hostility but to dependency 
needs. In those families where the patient has 
been the dominant personality, even adult 
children mav find it difficult to force on him 
or to urge him to accept treatment intended 
for his own good. 

If terminal care is to be given in the home, 
the family may need considerable support. They 
should be thoroughly aware of what symptoms 
or events to expect. They should feel that the 
physician is accessible for consultations, even 
though these serve only as reassurance. When 
family members feel responsible for the health 
and welfare of the patient, a minor symptom 
may appear a major threat because of the impli- 
cation that they are neglecting thier duties. If 
they had been ambivalent towards the patient, 
the implication may be particularly difficult to 
endure. 


for September, 1960 





Even in a patient successfully treated there 
are numerous problems to be met as he re- 
integrates himself with family life. For example, 
his family may be aware that he has lost an 
important organ, and the family’s own 
hypochondriacal notions of body injury may 
easily be projected on the patient, with con- 
sequent overprotection and unnecessary re- 
strictions. The patient himself may express 
hostility or depression by quarrelsomeness and 
irritability which can seriously disrupt family 
relationships. 

When the spouse is not available, adult chil- 
dren must reluctantly be relied on for nursing 
care. The impact on these children of nursing a 
sick parent may be severe if it is protracted. 
There may be considerable deterioration in the 
child’s own marriage. The childen, especially the 
daughters, often seriously resent the restriction 
of their freedom which may be described as 
“living in a nunnery.” The onset of their own 
“old age” is dated from the time the parent came 
under their care. Many children, especially 
those of old men who are invalided, wish that 
the parent had died at the time of operation, 
even though he is apparently cured of disease. 
Old women who have been cured and are in- 
valided to some extent may be better tolerated 
as baby sitters or auxiliary household help. The 
destruction of the family pattern may even ex- 
tend to the third generation; grandchildren of 
patients taken care of by married children may 
become truant or run away from home. 

The patient is often aware of the disruption 
he is causing. The very high value we put on 
self-efficiency and helping others but not rely- 
ing on others makes it most difficult to accept 
the dependent role. Restoration of a measure 
of independence and self-sufficiency is basic to 
the rehabilitation of these patients. 

Anxiety may be aroused in members of the 
family by fear of catching cancer. This is 
particularly true if there has been serious change 
in function of the body, as with colostomy or 
other unusual discharge of excretions of secre- 
tions. Patients have been virtually isolated from 
other members of the household, even to their 
food being served on plates reserved for them, 
and are uneasily regarded as highly infectious 
beings. 

Human ingenuity may not be capable of sat- 
isfactory solution to these problems; neverthe- 
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less, help can be secured from social workers 


experienced in dealing constructively with 


family groups. 
Patient’s levels of activity 


To speak of “psychological adjustment” in 
the cancer patient is too indefinite. There are, 
instead, very many little “adjustments” to be 
made. Adjustment of an individual can be 
determined only by a careful evaluation of his 
present activities as compared to his activities 
prior to the onset of symptoms, especially in 
such areas as work, recreation, social function- 
ing, and marriage. Levels of activities in these 
areas do not necessarily move in unison, and 
each can vary independently in one person. 

A man who returns to work at approximately 
his preoperative level may restrict his social or 
sexual activity. Another may apparently be work- 
ing full time but is regarded as a “gold brick” 
by co-workers. Still another shifts his employ- 
ment to a job less demanding of energy. A 
is back at 
and 


housewife housework but foregoes 


“heavy cleaning” lowers her standard of 
cleanliness. In none of these individuals is work 
restriction necessarily justified by physical 
status. When work is restricted for other than 
physical reasons, two main sources can usually 
be identified: (1) hypochondriacal notions of 
body injury and fragility. and (2) fears of un- 


acceptability to others. 
What should the patient know? 


Every person who deals with patients, whether 
doctor, nurse, social worker or clergyman, knows 
the importance of that “intimate and harmoni- 
ous relationship” called cannot be 
achieved unless there is an interchange of infor- 
mation. The severe threats to health, and even 
to life, implicit in cancer and therapy make it 


rapport. It 


imperative that the patient and_ professional 


reach mutually satisfactory under- 


the same time, unfortunately, 


personnel 
standings. At 
these same threats render understandings harder 
to achieve. The whole problem of human com- 
munication and the many anxieties about it are 
reflected in the perennial question “Should the 
patient know the truth.” 

Such questions, I submit, have no _ logical 
answer for they are based on the invalid assump- 
tion that there is a uniform patient, uniform 
cancer, and a uniform physician. There is no 
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standard patient; people afflicted with cay cer 


range from well-balanced individuals to © ep} 
psychotics. Cancer varies from an easily man: zed 
basal cell epithelioma with no threat of mv ila- 
tion or death to a highly malignant, fatal ca \cer 
first manifestations stem om 


whose clinical 


metastases. There is certainly no phys cian 
whose ability to impart threatening inform. ion 
and handle anxiety can be readily predi: ied, 
Therefore, a simple rule which will cove: all 
instances is impractical, and to seek sucn a 
rule is a waste of time. 

We must 


following question: What is the purpose of com- 


then, of necessity, entertain the 
municating information to the patient? Is it to 


make him a student of his own disease or to 
tnake him aware of all the threats to his health 
and survival? Our primary purpose, I believe, is 
to create in the patient a state of mind that 
enables him to cooperate fully with the minimum 
of anxiety during treatment and to resume 
functioning with a modicum of comfort. Any 
information for other ends is superfluous. Each 
patient, each type of disease, and the tact of the 
informant will set the limits on the nature and 
extent of information required. This is a truly 
pragmatie approach. It is in conflict with the 
notion that every patient has a moral right to 
know the truth. Its only justification is that it 
usually works. 

Patients do not have easily predictable re- 
sponses, like those of a piano or a typewriter. 
The impact of the threat of a fatal illness and 
mutilative must be integrated into a 


dynamic, shifting pattern of adaptation. I do 


surgery 


not know anyone well enough to predict with 
sureness his reaction to being told this kind of 
information. Indeed, with all of the 
ploration inherent in my daily functioning, | 
am not at all certain about the possible nature 


self ex- 


of my own reaction. In fact, how a person has 
handled “stress” in the past is no guide to his 
present reaction. An event is distressful only 
when it threatens or disrupts basic patterns of 
adaptation, and that is dependent on the mean- 
ing of the experience to him at the time. 

As we all know, communication between two 
human beings in a face-to-face encounter is not 
limited to verbal exchange. We are all aware 
of how a tone of voice or the circumstances in 
which a statement is made profoundly alters its 


meaning. Thus, the manner in which informa- 
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tio is acquired, even the setting, may be far 
nore important than its verbal content. 

‘The patient may seek information without 
ever asking about it and, indeed, may be unaware 
that he is seeking answers to questions. For 
example, any patient is very anxious to know 
if the doctor is capable or interested in him as 
a person; yet these questions are almost never 
asked in words. The answers are nonverbal. In- 
formation the doctor verbalizes is always mixed 
with those unasked but always answered ques- 
tions. The patient seeks information as a guide 
to action, Nonverbal is just as important as 
verbal information, Attitudes, both positive and 
negative, are expressed and received in thou- 
sands of ways. 

Patients generally do not want to be assaulted 
with information. If there is a sufficiently good 
relationship between the patient and those 
around him, he will let it be known what in- 
formation he wants and how it is to be imparted 
to him. For example, a patient might say, “I 


. 


have cancer, don’t I?” But with these words is 
an almost imperceptible negative head-shaking 
which has more meaning than words, for the 
patient is communicating more than words. 

Anxiety, which every cancer patient has, is a 
formidable barrier between the patient and those 
around him. It causes distortions, unwarranted 
shifts of emphasis, and inability to comprehend, 
to remember, or even to hear. If one wishes to be 
sure that a patient understands what he is told, 
he must first allay the disruptive anxieties. 
Again, he does this probably more by non- 
verbal than verbal means. He creates an 
atmosphere in which trust is possible by listen- 
ing to the patient. Time spent establishing a 
good two-way communication pays enormous 
dividends later both in time and ease of manage- 
ment; and the patient feels better too. 

Permit me to cite an incident which occurred 
at our hospital recently. The patient, a young, 
aitractive 28 year old mother of three, and a 
personal friend, was in her third day following 
a partial thyroidectomy for a borderline malig- 
nancy with a good prognosis. I was visiting 
socially when her surgeon arrived during his 
normal rounds. With sincere interest he in- 
quired about how she felt, and with apparent 
reciprocal warmth she remarked that she felt 
quite well except for a peculiar and annoying 
taste sensation in her mouth. Spontaneously, 
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the surgeon reached into his pocket and drew 
forth a package of Life Savers which he offered 
to her. Shortly thereafter she commented on 
how much better she felt. Much communication 
had taken place during the surgeon’s visit 

communication of which neither the patient nor 
surgeon was consciously aware. The patient 
had indicated in her conversations with me that 
she was aware of her diagnosis and its implica- 
tions. But her warm relationship with her 
surgeon obviated any necessity of direct dis- 
cussion. Nevertheless, her comment about the 
“had taste’ was an expression of her anxiety 
and a veiled plea for reassurance. He responded 
io her need and provided symbolic gratification. 
The crowning significance lay in the fact that 
he had given her, of all things, a Life Saver. 

[ am convinced that a good relationship of 
warmth and mutual trust between the patient 
and any professional person from whom he seeks 
help precludes preoccupation with specific in- 
formation about disease. Succinctly put, the 
“how” of communicating is often more im- 
portant than “what” is communicated. 


Summary 


In conclusion, may I say that psychiatry and 
psychology have given little attention to the 
problems of the cancer survivor until recently 
We are still exploring and defining, developing 
satisfactory formulations of events and _ tech- 
niques to deal with the problems. Though our 
studies are young, we have made progress. While 
we are not now and probably never will be able 
to give pat answers to all questions, nevertheless, 
certain important principles are making them- 
selves clear, like peaks emerging from the clouds. 
We must be entirely realistic about the nature 
of cancer therapy, particularly when an organ 
of great psychologic significance is treated 
surgically. Cancer patients need warm support 
and understanding at every step of their ex- 
perience with the illness so they may be spared 
intense emotional reactions and limitations in 
living after cure. Problems entailed in the ad- 
aptation of patients to cancer therapy, although 
real and immediate, are almost never insoluble. 
With patient and intelligent help the cancer 
survivor can be brought to the full enjoyment 
ot the life saved for him, but only if we accept 
our obligation to reduce psychologic trauma 
and to aid in the process of restoring function. 
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PART II 
Vaccine safety (Continued) 

QuEsTION: How many lots were accepted as 
safe for licensing on manufacturer’s protocol 
alone? 

Dr. Heratp Cox: Not all lots were checked 
by laboratories other than the manufacturers’. 
They were random sampled. The director of the 
Laboratory of Biological Controls was aware of 
safety testing problems but was unsuccessful in 
obtaining a clarification from Dr. Salk. 

QvueEsTION: Didn’t the director grant the 
license ? 

Dr. Cox: He did not 
cense, but his decision was overruled. 

Dr. Hersert RatNeR:-In March, 1954, 10 of 


the 48 lots of vaccine produced for field trial 


want to grant the li- 


use were positive for live virus by tissue culture 
or monkey tests. In only 2 of these 10 was live 
virus detected by all three laboratories: that of 
the manufacturer, the National Institutes of 
Health, and Dr. Salk. In 7 of the positive lots 
live virus was found by a single laboratory but 
not by the other two.?> As Krumbiegel pointed 
out at this Society’s annual meeting in 1956, 
“The the knowl- 
edge that there was no correlation of positive 


real cause for alarm was 
test results among the different laboratories . 
and practically none within the same laborato- 


ries insofar as results of tissue culture and mon- 


This panel discussion was edited from a transcript. 
Opinions presented are those of the panel members 


*Presented before the Section on Preventive Medicine 
and Public Health at the 120th annual meeting of the 
Illinois State Medical Society in Chicago, May 26, 1960. 
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key inoculation tests were concerned . . . the 
results of the tests served to prove the inadde- 
quacy and unreliability of the testing  prece- 
dure.”*® Notwithstanding, on the basis of Dr, 
Salk’s report in April of no adverse effects ‘ol- 
lowing the vaccination of 7,507 children with 
commercially prepared vaccines, the 1954 field 
trials were allowed to proceed. 

In 1955 two rather than three groups 
ticipated in safety testing: the manufacturers 
National Institutes of Health. The 
manufacturers ran both tissue culture and mon- 


and the 


key tests on the vaccine they submitted for li- 
censing. At the NIH laboratories only 14 per 
cent (7/50) of the lots submitted for licensing 
were subjected to both tests; the majority, 64 
per cent (32/50), were subjected to only one 
test—the tissue culture test. This was done de- 
spite the fact that it was known from the 1954 
testing experience that monkey tests on some 
trivalent material were positive even when each 
of their monovalent components (Types I, II, 
and IIT), before pooling, had been found nega- 
tive by tissue culture tests. Twenty-two per cent 


(11/50) of the lots submitted for licensing 


“were not tested by NIH at all.** These figures 


indicate that the vaccine used in 1955 was inade- 
quately tested. Therefore, it is not surprising 
that there were cases of vaccine induced polio in 
the spring of 1955.?° 

To bring this issue of the safety of the Salk 
vaccine to a close, the following information is 
pertinent. In 1953, 
from the Michael 
failed to produce a safe vaccine by the Salk 


experienced investigators 


teese Hospital in Chicago 


formula.*° Their findings were dismissed by the 
hackers of the Salk vaccine.*! 

In the spring of 1955 one of the manufactur- 
ers using safety tests more rigid than those re- 
quired by the USPHS found live virus in its 
own vaccine, in another manufacturer’s vaccine 
on the open market, and in one of Dr. Salk’s 
vaccine preparations used as a standard for com- 
mercial vaccines.** This manufacturer discontin- 
ued production of Salk vaccine and did not re- 
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de- 
954 
yme 


ach 


sume until an alternative method (ultraviolet 
irradiation) was developed in the fall of 1955, 
Some of the released vaccine of this manufactur- 
er, however, had already been used in Massachu- 
setis, Which experienced an epidemic, and some 
of the same lots were used in New York, and in 
Minnesota, where, as Dr. Kleinman has said, 
he found 83 per cent effectiveness.** Of course, 
many of us thought the effectiveness of the 
1955 vaccine was due primarily to the fact that 
it did contain live virus. 

Qne other manufacturer found live virus in 
another of Dr. Salk’s standard vaccines.“* A 
member of the USPHS also found live virus in 
commercial vaccine other than that admitted by 
the USPHS to have induced cases.*® The find- 
ings were not published. The Massachusetts 
State Polio Advisory Committee, which included 
among others, John F. Enders, Thomas H. 
Weller, and Maxwell Finland, temporarily ban- 
ned the vaccine despite USPHS licensing be- 
cause of its knowledge of these findings.** 
Epidemiologic evidence of unsafe vaccine from 
manufacturers not named by the USPHS has 
heen reported by Anderson,*? Redeker,** and 
others.*? 

It should also be stressed that safety testing 
was Inadequate when Dr. Salk developed his vac- 


cine and when the vaccine was commercially 


prepared for the field trials of 1954 and for li- 


censing and use in 1955, The claim of long du- 
ration of effectiveness, then, as measured by anti- 
body levels reported by Salk*®, Brown*', and 
others**, really applies to a vaccine which did not 
exclude the presence of live virus. It does not 
apply to current vaccine in which potency has 
been sacrificed for safety. There is internal evi- 
dence in the papers of Salk and Brown that some 
of the antibody response to the vaccine was too 
pronounced to be explained by a killed virus.** 

At present, epidemiologic methods employed 
by the USPHS to assure safety of the vaccine 
are inadequate: first, because of the failure to 


* and, see- 


thoroughly survey untoward reactions.‘ 
ondly, because of unrefined criteria for the de- 
termination of safety; for instance, insistence 
on correlation of initial paralysis at the site of 
inoculation,4® and discontinued reporting of 
satellite cases.*® 

QUESTION: Has any state health department 
recommended that Salk vaccine not be used ? 
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Dr. Rarner: I know of no state health de- 
partment that refuses to issue it now, although 
earlier this was not the case. This is a question 
of whether a state health department is in a 
position to oppose mass propaganda and the 
public opinion that has been formed by it. 

Dr. HERMAN KLEINMAN: There is only one 
thing we can do in Minnesota and that we are 
doing. There is no known way of preventing 
polio with a licensed product at the present time 
except through the use of the Salk vaccine. While 
1 am an agnostic about the effectiveness of the 
Salk vaccine, I still believe it does something 
in preventing paralysis. So we owe it to the 
public to recommend its use. On the other 
hand, if we are going to act not only as public 
health physicians but as scientists, we must 
continue our investigations into the truth about 
the Salk vaccine. On the basis of the facts as I 
know them, we must look for something better. 

Dr. Paut Meter: It seems to me that the 
state and local health officers are at levels dif- 
ferent from USPHS and in much the same posi- 
tion as my children’s pediatrician. He said, “We 
are very disappointed in the Salk vaccine; we 
are very unhappy with it; but what can we do? 
The people who have the evidence, who have 
the knowledge, who should be able to judge, 
say use it. [ am in no position to second guess 
them and to make a different decision. I have 
to recommend it and I have to use it.” 

This is no position for public health officers 
io be in, but there isn’t any question that is 
the position. All the facts have never been dis- 
cussed. The great pressure of publicity has been 
exerted. It would be a health officer with great 
self-confidence who would say that on the basis 
of the little he knows he is prepared to make a 
judgment different from that of the USPHS 
and to decide not to give it. On the other hand, 
I don’t consider it convincing evidence of the 
efficacy of Salk vaccine that all, or almost all, 
health officers have gone along with it. 

Dr. BERNARD GREENBERG: I would like to 
second that comment to make sure that my posi- 
tion is understood. I’m an agnostic like Dr. 
Kleinman. I am sorry that I do not know what 
the effectiveness of the Salk vaccine is. Since 
nothing else is available, there seems to be no al- 
ternative but to push the use of it. I don’t think 
we should do so in ignorance, nor too com- 
placently, believing that as long as we have 
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something partially effective there is no need 
to have something better. The USPHS is, in 
effect, saying, “Let’s face it: we were burned the 
last time by getting into this business too quick- 
ly; so this time we are going to be more cau- 
tious.” By being more cautious, we may make a 
mistake by accepting a better polio vaccine too 
slowly. And that’s what I am trying to empha- 
size: They must realize they are making this 
mistake possible. The issue must be pursued. 


QuEsTION: Dr. Cox, are we doing any harm 
by using a low antigen titer Salk vaccine? 

Dr. Cox: I have data which I have never 
published, because at the time I didn’t fully 
understand the significance of it. While working 
with the USPHS in Montana many years ago 
on the development of killed vaccines for Rocky 
Mountain spotted fever and epidemic typhus 
fever, I observed that vaccinated guinea pigs 
challenged with Rocky Mountain spotted fever 


or typhus would sicken and die before the 


controls. I couldn't find anything about this in 
the literature, and it bothered me for about a 
vear. I learned that by increasing the antigen 
five to tenfold into the range of a 100 million 
to a billion organisms per ec. of vaccine, this 
adverse effect was corrected and an_ effective 
product obtained. 

We had the same experience at Lederle with 
Japanese B vaccine. Lots of vaccine which had 
less than 100 million virus particles invariably 
would cause the vaccinated mice to die before 
the controls when challenged. The same thing 
happened to us when we tried to produce a vac- 
cine against Ivmphocytie choreomeningitis. Dur- 
ing the war the Division of Biological Standards 
made the same observation with Japanese B en- 
cephalitis vaccines. 

I mentioned this observation and correlation 
in a paper in 1954, namely, that with a low anti- 
gen killed vaccine -vou stand the danger of ac- 
tually doing more harm than good.* 

The first field evidence we’ve had _ that 
there may be something to this clinically was 
the Type IIT polio epidemic in Massachusetts 
last year, where 47 per cent of the paralvtic 
cases occurred in those who had three or more 
injections of the Salk vaecine.*® The lower inci- 
dence of paralytic polio (37%) in the unvacci- 
nated group raises the question as to whether 
we have produced a greater sensitivitv in the 
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vaccinated individual. If the investigators hive 
correctly estimated the numbers of vaccina:ed 
individuals, the clinical finding confirms w aj 
we've seen in the laboratory. It is hard to be 
sure that this is the case. But we have supp: rt- 
ing laboratory experience that susceptibilit\ js 
increased by sensitization with low antigen 
cines. This is an immunologic fact supp 

by USPHS findings. I advised against 
manufacture of the Salk vaccine because T k 
from experience that one to four thousand fi 
alin would not kill the poliovirus and 
high concentrates of antigen are necessary 

an effective killed vaccine. With low conce 
trates of antigen vou may do more harm { 
good. 


Live poliovirus vaccine 


Dr. Cox: When measured against its killed 
counterpart, a live virus vaccine is always a su- 
perior vaccine. It invariably costs about half of 
that of a killed vaccine. The only reason for not 
making a live typhus vaccine, for instance, is 
that technical problems of sterility would be 
difficult to overcome on a production basis. 

We chose the oral route for live poliovirus 
vaccine because polio infects through the oral 
route. We also knew from our work with other 
viruses that the best way to immunize is to fol- 
low nature where possible. Since nature was 
immunizing 999 persons out of a 1,000 against 
polio without any trouble, the idea was to fol- 
low nature’s example but to cut the risk down 
as much as possible. 

The work we did on Neweastle disease in 
chickens was a perfect model in every respect 
for polio. Although the Department of Agricul- 
ture had previously stated that they would not 
license a single live virus product, today it is 
hard to find a killed virus product in veterinary 
medicine. They too found out that living virus 
vaccines are superior. They give a higher de 
gree of longer-lasting immunity. They cost less 
to make and administer. 

Polio is unique because many more people 
get the infection than the disease. When you 
think about it, theoretically it should be the 
easiest of all viruses to modify. Rabies, by com- 
parison, is 100 per cent fatal when introduced 
into the brain tissue of any warm blooded ani- 
mal. Yet, we are able to modify the rabies virus 
so that we can inoculate it directly into the 
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brain of warm blooded animals with no sign 
of the disease. When challenged with virulent 
strains of rabies, these animals will withstand 
100.000 lethal doses inoculated directly into 
the brain. If we can do this with rabies, we cer- 
tainly should be able to modify polio, which 
produces clinical signs of the disease in so few 
people. 

A complicating factor in polio was that we 
were dealing with three different types, each of 
which had to be modified. Furthermore, we felt 
that we had to modify these viruses by adapta- 
tion to a foreign host. In making yellow fever 
vaccines, we learned that when you take a virus 
and adapt it to an unnatural host, it loses its 
host. This 
basic principle was observed by Jenner also, 
when he found that cowpox had the ability to 
In vellow fever, 


virulence for the original central 


immunize against smallpox. 


therefore, scientists purposely adapted these 
strains to new hosts, first, by adaptation to the 
brain tissues of suckling mice, then to mixed 
tissues of suckling mice in tissue culture, then 
to chick embryo tissue cultures, and finally to 
the chick embrvo in the egg itself. Even though 
it has been claimed that you cannot grow polio 
in chick embryo, we succeeded in growing all 
three strains in chick embryos. The reason we 
desired this was that experience has shown the 
absence in chick embryo of extraneous virus 
contaminants which cause illness. Chick embryo 
for all practical purposes is a pretty sterile pack- 
age. 

The only thing that balked us after we got 
the polio strains in chick embryo was_ their 
poor antigenicity. Type [ was completely non- 
antigenic; Type ITI was so poor that its cost 
would have been prohibitive: the only one that 
was half-way antigentic was Type IT. In other 
words, we learned that it is unwise to continue 
passage in nonmammalian tissue for long pe- 
riods of time. The big danger in modifving live 
virus is not stopping at the right point. If vou 
carry it too far, vou overmodify and lose what 
vowre after. It’s safe but it won’t immunize. 

We have developed our strains of virus so that 
they are nonvirulent to monkeys in the range of 
100,000 to a millionfold. We know that in some 
instances as little as two tissue eulture particles 
of some wild strains of polio when placed in the 
brain, or as little as five tissue particles inocu- 
lated 


intramuseularly, will paralyze monkeys. 
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It’s most unusual, however, for our modified 
strains in undiluted form with a concentration 
range from 30 to 40 million virus particles per 
cc. to paralyze monkeys by direct intracerebral 
inoculation. 

Since the chance of getting paralytic polio 
from a natural infection of wild virulent viruses 
is only one in a thousand, modified poliovirus 
adds an additional safety factor of at least 100,- 
000, reducing the risk to about one in 100 mil- 
lion or ten in a billion. Furthermore, we don’t 
need 30 million virus particles for an infecting 
dose. We need only somewhere in the range of a 
1.5 million to 3 million virus particles. We do 
not have to concentrate anywhere from five to 
tenfold, as in the killed vaccine; instead we di- 
lute. 

A live poliovirus vaccine needs many more 
virus particles to establish an immunizing infec- 
tion than any other live virus vaccine I know. 
This may be due in part to the destruction of 
virus by gastric juices. It could be because our 
strains may be modified more than they need to 
be. At any rate, all of these factors must be 
worked out quantitatively, for we have to know 
just how many virus particles we’re feeding if 
we are to come out with a better product. 

The Type I and III components of our vaccine 
are now standardized to contain at least 1,200.- 
000 to 1,500,000 live virus particles. In our Type 
IT, which has been overmodified, we need 3 mil- 
lion virus particles for a 90 per cent immunizing 
dose. Now we are in the process of increasing 
Tvpe II’s power to infect. We do this by feeding 
the virus to man, having him shed the virus as 
long as possible, recovering the virus in the stool, 
and obtaining pure strains through tissue cul- 
ture. Then we test the recovered viruses in mon- 
kevs and isolate those with minimal virulence. 
Such strains then have the ability to infect hu- 
man cells, which is what is needed, because vou 
cannot immunize unless you can infect. 

It must be remembered that you cannot im- 
munize the gastrointestinal tract with killed vac- 
cine, even in large amounts.*? Although the 
killed vaceine does induce antibodies in the 
blood, this does not prevent the person from be- 
coming a carrier and shedding poliovirus.*° One 
can recover wild poliovirus strains as well as 
modified virus strains in Salk-vaccinated persons. 

The principle of the live virus vaccine in polio 
is analagous to protecting your house against the 
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weather. You don’t fill the rooms with concrete. 
All vou do is paint the outside walls because they 
are the site of exposure. In the case of a natural 
polio infection, if you are one of the 999 lucky 
ones out of a thousand who does not get the dis- 
case, the virus grows in the cells of the gut, and 
viruses are shed anywhere from ten days to as 
long as six months without symptoms. During 
this process antibodies appear in the blood. As a 
result of this infection the cells of the gut be- 
come resistant for varying periods of time, de- 
pending on the number of cells infected. I have 
an example of this in my three grandsons. The 
older ones, who had been vaccinated more than 
once, did not shed Type IT on refeeding. The 
youngest one, however, who was immunized only 
once, a vear earlier, shed virus for several con- 
secutive davs and then stopped. 

If vou proceed gradually, and quantitatively, 
and imitate the norms of nature as a model for 
improvement, vou are on solid ground. In this 
connection we have benefited from experience 
with 10 or 12 live virus vaccines used rou- 
tinely in the United States in veterinary medi- 
cine. 

Using live virus vaccine is the only possible 
way to eliminate wild virulent strains in nature. 
The gastrointestinal tract must be made so re- 
sistant that wild strains cannot get a foothold. 
This cannot be done with a killed vaccine. We 
know this from hog cholera. In the 35 states that 
have prohibited the use of anything but live virus 
vaccine, the wild strains of hog cholera have dis- 
appeared because the swine have become resistant 
to infection. 

In the beginning we moved slowly and cau- 
tiously. We started with my immediate family 
my daughter was the first pregnant woman ever 
immunized. Then we included neighbors, then 
employees at our Pearl River plant and their 
families. At 
900,000 people in something like 20 different 


countries on four continents with monovalent 


present we have immunized over 


feedings and over 1.5 million people with triva- 
lent vaccine. The vaccine now has over a 90 per 
cent take, and over 90. per cent of those missed, 
1 .cor 


munized by a second feeding. 


whether it be Type I, IIT, can be im- 

We do not claim that this product will result 
in life-long immunity. One does not even get 
life-long immunity on a mild exposure to a nat- 
ural poliovirus infection, This is something we 


lot 


have to continue to study. In this country ‘¢ is 
unusual to find antibody titers as high as o: o to 
iwo thousand; but in South America it i- not 
unusual to find pregnant women with tite < in 
excess of 8 to 10 thousand, because they are «on- 
stantly being battered by reinfecting doses. 

Live polio vaccine will be cheap enough so * hat 
you can afford it once a year, however, if it \ irns 
out that it’s needed that often. This is impo: sant 
because the United States is not the only cou utr) 
in the world that needs polio vaccine, ani in 
other countries low cost is more important. !’olio 
vaccine is needed particularly in’ the tropies 
where there is plenty of polio even though it has 
been said for years that the tropics are not ailect- 
ed by this disease. One of the most severe 
epidemics of Type I polio in medical history 
occurred in Costa Rica in 1954.°" They had over 
1,000 cases in a total population of approximately 
one million. 

We began our basic clinical investigations in 
Minnesota particularly because University of 
Minnesota and state health department physi- 
cians felt as we did that killed vaccine was not 
the answer. We began in 1957 and are now in 
our fourth vear. We gave them all of the facts 
We held back nothing. We let 
them know the unanswered questions. 


of our product. 

We learned from our initial studies®? on 25 
babies that babies shed virus in quantities as 
high as a million virus particles per gram of 
stool. Some of these babies shed virus as long as 
three months. Practically every member of the 
family picks up this polio infection whether 
they’ve been Salk-vaceinated or not. The im- 
portant thing is that there were no signs of ill- 
ness, neither in the babies fed, in the family con- 
tacts, nor in the community. 

In 1958 we did a larger scale double-blind 
study*®* in the university community of Como 
Village in Minneapolis with coded vaccine. Only 
the state statistician knew the code. Neither the 
doctor, nor the patient, nor those at the State 
Laboratories who ran the bloods and stools of 
these 550 people knew who had received the vac- 
cine and who the placebo. When the code was 
broken, we found that we had about a 90 per 
cent antibody response in vaccinated individuals 


and about a 14 per cent increase in antibodies in 


the placebo group. We discovered that the in- 
fection caused by modified viruses is essentially 
a household disease just as polio is normally. 
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We went into two epidemics, a Type I in 
(olommbia®* in 1958, and the tail end of Type II 
(surprisingly enough it was ype IL) in Ma- 
nagua,°’ the capital of Nicaragua, in 1958. The 
Type I epidemic was caused by an exceptionally 
virulent strain—two virus particles paralyzed 
monkeys. Fifteen verified cases had already been 
reported. We vaccinated over 7,000 children with 
monovalent Type I followed by Types II and 
III. Within eight days no more cases were re- 
ported, and not a single case has been reported 
since then. But we cannot make the claim that 
we broke the epidemic because we have no way 
of knowing what the future of that outbreak 
would have been. 

In Nicaragua in a highly virulent Type II 
epidemic 254 paralytic cases had been reported. 
Of the 251 cases in children under age 10, 217 
age 2. We went Managua 
42,000 children under age 
10 during a 12 day period with Type II, and 
then later fed Type I and III. Even though polio 
had been reported in Managua every month since 
1949, with the exception of three months follow- 
ing the 1953 Type I epidemic, they had a 1014 
month period without a single case reported. 
Polio has come back to Nicaragua this year in 
ihe outlying districts, but it has spared Mana- 


were under into 


and vaccinated over 


gua. This year we moved into the outlying dis- 
tricts and fed 35,000 doses of trivalent vaccine. 
Within six days there wasn’t a single case of 
polio reported. 

Here again we may have been hitting the tail 
end of an epidemic, but it seemed to break right 
in the middle. We can’t conclusively say one way 
or the other that we did or did not stop the epi- 
demic, but we do know that a person who is fed 
this vaccine will begin to show the presence of 
virus in the stools on the third or fourth day 
after feeding indicating that the cells in the gut 
are infected. Type II sheds for a maximum peri- 
od of two weeks; Type I for about a month; and 
Type ILI stays within the norm of six weeks. We 
find circulating antibodies in the blood on about 
the ninth or tenth day, and they reach a maxi- 
mum peak in about 30 days. By the end of one 
vear they start to decline gradually. 

We have fed this vaccine under all kinds of 
conditions. We fed it in Finland, and in West 
(rermany where presently we are immunizing 
West Berlin. We started the latter on May 12. | 
checked this morning and they have already fed 
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271,000 children and estimate that by the middle 
of June they will have fed about 450,000 under 
11 years of We've worked in France, 
Spain, Italy, Israel, slightly in Argentina, on a 
rather good scale in Montevideo, in Peru, Colom- 
bia, Nicaragua, Costa Rica, Haiti, heavily in 
Cuba, in California, Minnesota, New York, New 
Jersey, and Florida, and in Canada, Japan, and 


age 
age. 


‘Taiwan, 

In Latin America we have worked with the ap- 
proval of the local health officer and the Pan- 
American Sanitary Bureau. This year the entire 
country of Costa Rica has been singled out to be 
vaccinated because of the severe epidemic they 
experienced in 1954. About three weeks ago | 
heard from the Costa Rican minister of health 
that they have succeeded in feeding trivalent vac- 
cine to 281,000 children of an estimated 460,000 
under the age of 11. There’s no point in going 
above that age, because by the time Costa Rican 
children are 10 or 11 years old, they have all had 
experience with the three types of polio. He re- 
ports a conversion rate of about 93 per cent to 
Types I and III, which independently confirms 


our conversion figures. 


Other findings are of interest. In Cuba we 
carried out a study®® with Dr. Juan Embil, Jr., 
who fed trivalent live poliovirus vaccine to chil- 
dren with acute infectious diseases such as, 
measles, mumps, influenza, and even typhoid 
fever to determine contraindications to the use 
of the vaccine. We found none. 

Out of 360 pairs of blood (pre- and post-vac- 
cination) that we tested from Cuban children of 
school age, found 76 éhildren who lacked 
antibodies to one type or another. Actually they 
had 91 antibody gaps in their Type I, II, and 
111 antibody structures. A single feeding of tri- 
valent vaccine filled in 80 of the 91 gaps for a 
conversion rate of 88 per cent, and converted 65 


of the 76 children to a triple positive status for 


we 


a conversion rate of 86 per cent. 

In western Massachusetts where we tested 123 
paired bloods,** 67 individuals started out with 
115 antibody gaps. A single feeding of trivalent 
vaccine filled in 104 of the 115 gaps for a con- 
version rate of 90.4 per cent, and 56 out of the 
67 persons were converted to a triple positive 
stage for a conversion rate of 84 per cent. 

As you may know, in February this year Dade 


County including Miami began a county-wide 
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mass vaccination program with our trivalent 
vaccine. The data from there are actually the best 
we've seen.’ That's partly because we corrected 
the 'Type I] component, which has been giving 
us comparatively poorer results, by doubling the 
quantity of ‘T'ype 11 virus in the vaccine. 'To give 
us an idea of the results, they sent us 300 coded 
pairs of blood. We received them in lots of 20, 
and all we knew was that each lot included 10 
matching pairs. 

After the code was broken, we found they 
were all from young adults at the University of 
Miami. Of 300 161 


triple positives and 25 were actually 


students, were not 
(8%) 


— they had no antibodies at all. 


these 


triple negatives - 
This was a surprising fact because in Florida’s 
subtropical climate they should have had plenty 
ot experience with natural polio infections, as 
well, perhaps, as exposure to Salk vaccine. 

In the polio virgins we filled in 25 of the 25 
gaps for Type I, the type responsible for 85 per 
cent of paralytic polio cases. We filled in 19 of 
the 25 gaps for Type II, which accounts for 3 
per cent of paralytic polio, for a conversion rate 
of 76 per cent. And we filled in 23 of the 25 


gaps for Type III, which accounts for about 


12 per cent of paralytic polio, for a conversion 
rate of 92 per cent. These gaps in the antibody 
structure of 25 triple negative, polio virgins 
were filled in by a single feeding of trivalent 
vaccine. 

In the group of 161 students not triple posi- 
tives, the conversion rates were as follows: In 
Type I 97 of 99 gaps filled, 98 per cent; in Type 
II 70 of 79 gaps filled, 89 per cent: and in Type 
III 80 of 85 gaps, 94 per cent. We filled in a 
total of 247 out of 263 antibody gaps for an 
over-all conversion rate of 94 per cent on a single 
2 cc. oral dose of trivalent modified live polio- 
virus vaccine. 

I’ve talked long enough. The only other thing 
I can say is that the live poliovirus vaccine is 
coming. It takes time. The one thing I am sure 
of in this life is that the truth always wins out. 


Dr. Ratner: Dr. Cox’s vaccination figures 
deserve comparison with the 1954 field trials of 
the Salk vaccine. The Cox live poliovirus vaccine 
has now been used by many investigators in over 
2.5 million people with millions more in the 
process of being vaccinated. The other two live 
virus vaccines under study have been used in 
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additional millions. ‘The question of safety 


heen paramount in the minds of these iny 
gators. On the other hand, the Salk vacein 
used in only 400,000 persons in a single 
trial in a study®? which assumed safety an 
primarily designed to determine effectiv: 
These figures reinforce Dr. Greenberg's + 
that the USPHS was premature in licensin 
Salk vaccine and is now excessively overcau 


in licensing the live virus vaccine. 


Dr. Kleinman, will you bring this discu-- 
to a close? Dr. Kleinman has recently + 
several months in Latin America studying 
hand the results of field trials there. 

Dr. KLEINMAN: I want to make a few po 
by taking you out of the laboratory and 
from the statistician’s computer without ra 
up the ghosts of long dead monkeys and wavin 
their shrouds in your faces. In the final anal\ 
the important issue is What does this vaccine 
do to people and among people? Our Minnesota 
studies demonstrate a number of things. I would 
like to bring these to your attention because | 
feel work such as this must go on on the Ameri- 
can scene within groups of people who have the 
same way.of life to which you and I are accus- 
tomed. 

First of all, the Minnesota studies are Ameri- 
can in the sense that we’re using the vaccine in 
people who are living in a way we are accustomed 
to describe and to understand. Secondly, the 
the these 
modified poliovirus strains into a community 


Minnesota studies were first to put 
whose nature approximated our normal way of 
living. Prior to this. these strains were used in 
isolated individuals and in institutional environ- 
nents. Thirdly, the Minnesota studies prove what 
has previously been denied: that it is possible to 
do a controlled study with the oral live poliovirus 
vaccine. Finally, the Minnesota studies demon- 
strate that it is possible to secure definitive re- 
sults in a population which has had considerable 
experience with the Salk vaccine. 

The importance of the Minnesota studies does 
not lie in their number, but rather in their 
design. I want to emphasize the word study. 
ven though we have involved 100,000 people 
in 1960, we still firmly believe we are studying 
the oral polio vaccine strains. Although the 
numbers are large, we are not carrying out a 


mass immunization program. 
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Jhiportant characteristics of our design are 
(1) Our studies are placebo controlled. This 
includés the 100,000 people we are studying in 
1960, (2) Our subjects receive complete publie 
healih nursing and medical surveillance. We do 
not feed and forget. We feed and follow through. 
(3) Our studies are double-blind. Only one per- 
son, the statistician, knows who is getting the 
vaccine and who is getting the placebo. On the 
basis of our experience’? [ can assure you that 
in vour own Community you can make a scien- 
tific and controlled study. 

Now, briefly, what have we found in Minne- 
sota ? 

We have 
They will produce a conversion from 


found that these strains are good 


antigens. 


: \ : : 
titers of less than four to an appreciably higher 


in 90 Cases, 


Type II is the 
poorest. T'vpe I and III are both excellent. 


per eent of 


We have found, within the limits of our num- 
bers, that these vaccines are perfectly safe to 
use. Because our studies have been controlled, we 

unequivocally state that there have been 
no reactions. Before I left Minnesota for Russia, 
more than 50,000 persons had been fed the vac- 
cine in Minneapolis and St. Paul, and we had 
checked out all reports of illnesses that occurred 
shortly after feeding. I did this personally. In 
Minneapolis, where more than 30,000 were fed, 
What I 


was run of the mill. There was no central nerv- 


I had to make only 15 housecalls. saw 
ous system disease, just prodromes of measles, 
follicular tonsillitis, atopic dermatitis, and other 
conditions you normally find in a community. 

We have found there is no great community 
spread of these viruses. Concern for spread has 


While 
these viruses will spread fairly rapidly and thor- 


been a bugbear to many individuals. 
oughly within anv one family, they will spread 
from household to household within the neigh- 
horhood only to the extent of 5 to 14 per cent, 
depending upon the ivpe. So vou don’t have to 
worry about creating an epidemic secondarily 
through the spread of viruses you originally fed. 

We have found, by taking time out to studv 


modified 


Viruses do everything that wild viruses do except 


their natural behavior, that these 


produce the disease. In a certain percentage of 
the 


iol, of course. The fed strains can also be re- 


vaceinees the virus can be recovered from 


covered from the pharynx, even though the 


person has circulating polio antibodies in the 
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hlood to begin with. And the virus can be re- 
covered in the blood, which indicates a viremia 
following the feeding of these vaccines. Those 
persons with virus in the pharynx and in the 
blood have no subjective symptoms, however, 
and the examiner can see nothing objectively. 

How long does the immunity last? We don’t 
know. In those that we have studied we know 
that after a year, even though there is a general 
drop in titer from the originally induced titer, 
the antibodies persisted in 50 to 80 per cent of 
the adults, and in 63 to 75 per cent of the chil- 
dren tested.®! This is in individuals in whom we 
are certain that it was we who produced the 
original antibody change. We are not including 
those who started with either natural antibodies 
or Salk-produced antibodies. Other data show 
that the presence of the latter have no additional 
effect.®* 

My experience in Latin America is this: 
Nobody can say that an epidemic was stopped. 
There there. But 
over a million people have been completely vac- 


were no controlled studies 
cinated without any incident at all and, in the 
countries of Latin America where temperaments 
are mercurial, emotions excitable, and health 
departments political, ’m sure that if an inci- 
dent. had would have come to our 


notice and to everybody else’s notice. The con- 


occurred it 


version tates in Colombia and other places are 
remarkably close to the conversion rates we 
achieved in Minnesota. I’ve gone over the Costa 
Rica data carefully. I am satisfied that they 
have done a good job of surveillance, because 
the central nervous system disease that they 
have categorized at the end of a vear’s observa- 
tion is remarkably the same in content to what 
we have found in Minnesota. 


There are a lot of important things we don’t 
know about this vaccine. Although we know 
that it’s a good antibody producer, we can’t 
actually say it will protect against polio until we 
can measure it against a direct challenge by the 
disease. This has not yet been done. Reasoning 
by analogy, however, we can assume, because of 
the antibody responses, that it should protect 
against the direct challenge by polio itself. 

T am not sure that we yet know the optimum 
dosage schedule. Tt may be that one feeding is 
not sufficient, just as one wild polio infection 
may not completely immunize a child. I don’t 
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think we are quite sure how long the immunity 


is going to last. As Dr. Cox stated, it is not 
going to be life-long, but what it’s going to be in 
terms of vears I don’t think anybody can tell. 
These are things for the future to disclose. 

In the meantime, let me assure vou from my 
direct experience in Minnesota and from my 
vicarious but close contact in Dade County, 
Fla., and from my experience in South and 
that 
From the laboratory standpoint they are potent 
The 


worthy of the consideration of people who are 


Central America, these strains are safe. 


antigens. Cox live poliovirus vaccine is 


working in preventive medicine and _ public 
health. I do hope that more people will pay more 
and more attention to their use in this country, 
because it is the data gathered in this country 
that will ultimately count in granting the license 
and in gaining universal use of this particular 


preparation. 


Dr. Ratner: We have attempted in this panel 
discussion to present you with a sober, candid 
exposition of the facts as we know them and as 


Community hospitals and 
medical education 


Except for this possibility of house staff short- 
age, the educational picture is bright. Through- 
out the country programs are being developed 
that are really valuable, and in many hospitals 
the enthusiasm for this work is very encourag- 
ing. The American Association of Directors of 
Medical rapid 
growth and great vitality, is doing its part. In 


Education, an organization of 
New England, for example, more than half of 
the 62 community hospitals which support in- 
terns and/or residencies have appointed either 
full- or part-iime directors of medical education, 
and sound programs of training are being car- 
ried out in almost all of them. Editorial. Alex. 
MV. Burgess, Sr., M.D. Medical Education in 
Community Hospitals, Ann. Int. Med. June 
1960. 
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they relate to current questions surroun ‘ing 
decisions to be made in the use of Salk, and oral 
live virus vaccines. I hope you recognize tha the 
panelists have shown unusual freedom — rom 
extra-scientific considerations and pressure-, 
During the 1960 polio season, epidemics may 
occur, To dramatize the urgency of the de din 
involved, remember the futility of using the Salk 
vaccine to combat epidemics despite its proven 
ineffectiveness®* in epidemics simply becau-e ij 
ix the only vaccine available to us. An objective 
and the Salk 


needed, for this is the necessary ingredient of 


fearless evaluation of vaccine is 
an intelligent decision as to when the live \irus 
vaccine should be licensed. Obviously, if the 
Salk vaccine is simultaneously safe and highly 
effective,°* the USPHS can take its time about 
licensing the live virus vaccine. If, on the other 
hand, polio and polio epidemics remain with us, 
and children become paralyzed despite three, 
four, five, and six inoculations of Salk vaccine, 
die, we cannot take our time, 


and vaccinees 
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Therapy for Raynaud’s disease 
P} y 


Vasospastic conditions of the upper extremity 
generally termed Raynaud’s Disease present a 
challenge to the medical profession. This disease 
involves the digital arteries and arterioles. These 
patients have an increased sensitivity to cold as 
compared to normal persons. The sympatholytic 
drugs are of value in many of these patients and 
have a real range of usefulness. If there is failure 
of response to conservative measures, svympathec- 
tomy is indicated, recognizing that even with 
adequate denervation, the condition may recur. 
The severity of the disease and the amount of 
disability should form the basis for the therapeu- 
tic range. In the mild and nonprogressive types, 
sympathectomy is not indicated. George H. Yea- 
ger, M.D. Factors Influencing Therapy in Pe- 
ripheral Vascular Disease. Virginia M. Month. 
March 1960. 
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Total Cystectomy 












Giupert D. Fis, Jr., M.D., anp Lawrence F, Rockey, M.D., Freeport 


IT RECENT YEARS, an increasing number of 
articles have appeared in the literature re- 
yarding the use of various segments of bowel to 
replace the bladder. Most of these papers have 
involved methods of diverting the urinary stream 
to the outside in such a fashion that ascending 
infection and electrolyte imbalance will be 
avoided. Relatively few reports have dealt with 
ithe re-establishment of normal urinary tract by 
means Of an anastomosis of an artificial bladder 
to the prostatic capsule or urethra. '° The case 
reported herein does not pretend to represent a 
new surgical technique, but rather to present an 
additional case where a patient has been returned 
to a state of apparent normalcy by this type of 


anastomosis. 


A Case Report 

A 61 year old white male was admitted to the 
hospital with the complaint of hematuria of 
approximately one month’s duration. He was 
otherwise asymptomatic, and had no previous 
urinary difficulties. He had enjoyed excellent 
health, his only previous illness having been 
appendicitis many years before. 

Physical examination revealed a well devel- 
oped white male in apparent good health and 
with no evidence of weight loss. There was a 
right McBurney abdominal scar with some skin 
retraction. The genitourinary system was unre- 
uarkable, and the prostate showed no enlarge- 
ment on digital examination. 

Cystoscopy was carried out on Dee. 7, 1959, 
and a polypoid type of bladder tumor was found. 
The left ureteral orifice extended through the 


From the Freeport Clinic. 
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With Uretero-Ileo-Urethral Anastomosis 


Stone with silk suture. 














tumor mass, but the right orifice appeared to be 
uninvolved. The biopsy report was an invasive 
transitional cell carcinoma of the bladder. 

On December 9 the patient was explored 
through a suprapubic mid-line incision. The 
tumor was found to be limited to the bladder it- 
self, did not extend entirely through the wall, 
and did not involve the prostate. It was, however, 
more extensive than originally thought by cys- 
toscopy, and it was realized that total cystectomy 
would be necessary for cure by surgical means. A 
second biopsy was taken and the wound closed. 

The possibility of a total cystectomy with the 
formation of an ileal bladder was explained to 
the patient, and he accepted this procedure. Sev- 
eral days were required for suitable preparation 
of the bowel, and surgery was done December 14. 

The original incision was re-opened and ex- 
tended above the umbilicus. The entire bladder 
was removed including the anterior peritoneum 
and transversalis fascia. The ureters were tran- 
rected about two centimeters from their entrance 
into the bladder. A small amount of prostatic 
capsule was included with the bladder, leaving 
a full two-thirds of the prostatic capsule for 
subsequent anastomosis. 

Multiple adhesions at the site of the previous 
appendectomy required lysis. Then a_ suitable 
segment of ileum approximately 20 em. in length 
and about two feet proximal to the ileocecal 
valve was selected for a new bladder. This seg- 
ment contained a good blood supply and was 
quite mobile. The proximal end of this isolated 
iieum was closed with two rows of inverting 


sutures, the first of intestinal catgut and the 
second of fine silk. The distal end was used for 
anastomosis to the prostatic capsule, in order to 
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place this segment in isoperistalic 


since they were of comparable 


the anastomosis was done with little difficulty. 


Sutures were continuous OO chromic atraumatic 


Figure 1. Schematic drawing of artificial bladder 
obtained from ileum and anastomosed to prostatic 
capsule. 


catgut, followed hy interrupted 000 silk. The 


prostatic capsule took the sutures well, and a 
secure anastomosis was felt to have been obtained. 
An end-to-end anastomosis of ileum to ileum was 
then done to restore the continuity of the fecal 
stream. 

The right ureter was implanted at about the 
middle of this ileal bladder. The ureter was in- 
serted through a stab wound, the end split and 
everted, and tacked to the mucosa with 
catgut. Number 0000 silk was used to attach the 
ureter to the serosa of the ileum peripherally. 
The left ureter was passed through a tunnel in 


fine 


the mesosigmoid and anastomosed to the ileal 


bladder in the same manner, in a position about 
two centimeters more proximally in the bowel. 

Ureteral catheters were inserted through a 
Foley catheter and extended through the uretero- 
intestinal anastomoses well up into the ureters. 
The Foley balloon was inflated to hold the cathe- 
ter securely in the ileal bladder. 

Because of the absence of considerable peri- 
toneum and of the the 
was closed with through-and-through retention 
sutures of nylon. 

The patient had a normal recovery from 
anesthesia, and the Foley catheter as well as the 
ureteral catheters drained well. On the second 


some fascia, wound 
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position ; 


diameter, 


postoperative day, there was some decrease jn 
the rate of flow of urine through the cathet: rs. 
and it was thought that the Foley catheter micht 
well be occluded with mueus and/or blood el: ts, 
The Foley and ureteral catheters were remo\od, 
and several hundred ce. of urine with consicer- 
wble mucus gushed forth through the peiis, 
Another Foley was inserted, and gentle irrigation 
with normal saline solution was done daily ; la 
quantities of mucus were obtained with 
irrigation. 

The patient’s postoperative course was com 
cated by a paralytic ileus that eventually re- 
sponded to conservative measures, including {he 
use of a Miller-Abbott tube for intestinal dec: 
pression, His temperature was normal through- 
cut, and his wound healed per primum without 
any evidence of weakness. 

The Foley catheter was removed on the tenth 
postoperative day, and for the first day the jpa- 
tient Was incontinent of urine. Within 24 hours, 
he began Lo develop some control of his Hew 
bladder, with fewer and fewer episodes of drib 
bling. Within a few days, he could hold urine 


lor as long as two hours. He was repeated|y 


Figure 2. Intravenous pyelogram showing normal 
upper urinary tract associated with the ileal bladder. 
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eathielerized because of the necessity to irrigate 
ihe large amounts of mucus formed by the ileal 
bladder. He was discharged from the hospital 
on the eighteenth postoperative day, when he 
could go as long as two to three hours without 
voiding and was only occasionally incontinent of 
small amounts of urine during the night. 
During the next four weeks, the patient con- 
tinued to improve in bladder control, and he 
developed a forceful stream with no residual. 
‘There was considerable amount of mucus in the 
urine, however. He then noticed the frequent 
passage of smalt calculi, (See ttle picture, Silk 
nidus.) He 


admitted to the hospital for cystoscopy. This 


suture acted as Was therefore re- 


revealed several sutures at the site of the ileal- 


rostatiG anastomosis, Where stone formation was 


observed to be taking place. With this exception, 
there was excellent healing and no evidence of 
The 


bladder contained a good concentration of indigo- 


inflammation or granulation tissue. ileal 


carmine in five minutes, and one orifice was 
identified at this examination. 

Within a short period of time, the passage of 
stones ceased, and mucus in the urine decreased. 
An intravenous pyelogram was done ten weeks 
postoperatively and revealed a normal urinary 
tract associated with this ileal bladder (fig. 2). 

Three months following surgery, the patient 


He 


frequency during the daytime, but he attributed 


was essentially asymptomatic. noted some 
this to the large amounts of fluids that he was 
He had no 
Urinalysis showed a rare pus cell and small 
amounts of mucus. His bladder capacity was 
500 ce. (figs. 3, 4). He 
change in his sexual capability since surgery. 


accustomed to drinking. nocturia. 


about has noticed no 


Discussion 


In a recent report,’ the statement is made that 
the ileum is less suitable than the sigmoid colon 
for the 
anastomosis to the prostatic capsule or urethra, 


formation of an artificial bladder with 


hecause the musculature is not capable of suffi- 


cient force to empty this newly formed bladder. 


The case reported here attests to the fact that 
it is indeed capable of torceful evacuation of 
urine, and that this is complete to the extent that 
no residual has been noted on the several occa- 
sions when this has been checked. 

Our limited experience does not entitle us to 
comment on the relative merits of ileum versus 
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Figure 3. Cystogram six months postoperatively 
shows good bladder capacity. Note the hydroureter 
after distention of the bladder with 450 cc. of fluid. 


Figure 4. Cystogram after voiding shows the 
ureters normal in size. Although dye is still appar- 
ent in the bladder, there was no residual on cathe- 
terization. 





colon for use as an artificial bladder, The relative 
mobility of the ileal segment enabled us to form 
a mid-line bladder and to thereby carry out the 
seveal anastomoses without difficulty. Although 
paralytic ileus was a temporary postoperative 
problem, intestinal obstruction did not follow. 
There have been no electrolyte disturbances ; 
both kidneys and normally ; 


there is some frequency, but no nocturia, and 


ureters function 
the patient can notice no difference in his void- 
ing now from that of vears before surgery. 
Approximately one year before this patient's 
surgery, another patient Was operated on for a 


comparable lesion. In this instance, a similar 


segment if ileum was utilized for bladder forma- 
tion, but the ileum was brought through the 
abdominal wall, and the urine collected in a 
Rutzen bag. This patient continues to excrete 
copious amounts of mucus, not appreciably less 
than that excreted immediately after surgery. 
It is interesting to note that in the patient re 
ported in this paper, there has been a continued 
The pa- 


small 


reduction in the formation of mucus. 


tient deseribes his urine as clear, but 
amounts of mucus are apparent on gross eX- 
amination of a collected specimen. A comparison 
isolated Gases can do little more 


between two 


than incite curiosity, but it might lead to the 
following speculation: 

Rattner, Moran, and Murphy’ have reported 
on the histologic appearance of small bowel 
seoments at various intervals following their use 
as urinary conduits. In all instances they found 
the ileum recognizable as ileum for as long as 


three vears. However, in none of their cases was 


the ileum used as a bladder to funetion in 
“normal” manner. Perhaps if it were used i) 
more physiologic fashion, with continuous fill 
different histolo: 


appearance might eventually result. There 


and emptying of urine, a 


certainly good clinical evidence of relativ: 


little mueus secretion at this time in this yi 
bladder, 
must pass before we biopsy this ileal bladder 


ticular artificial However, more ti 


histologic examination. 


Summary 


A case is reported in which uretero-ileo-ure 


thral following total 


resulted in an apparently normally functioning 


anastomosis eystectol 

urinary tract. Forceful and complete emptying 
of the artificial bladder has been attained by th 
procedure, 

between the virtual 
the 


patient and that noted when the ileum is brought 


A comparison is drawn 


absence of mueus noted in urine of this 


through the abdominal wall as a— permanent 


fistula. 
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Cystocele and incontinence 


Despite statements regarding the relationship 
of cystocele to stress incontinence, there is no 
valid evidence that cystocele per se ix either caus- 
ative or necessarily associated with incontinence. 
Many experienced surgeons and gynecologists 
have tacitly, if not publicly, come to this con- 
clusion. This is based on the failure of anterior 
repair procedures to eliminate incontinence. This 
would obviously imply that urethro-vesical sup- 


port is not the answer, and this has been proven 
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experimentally and clinically. If the urethro- 
vesical neck musculature cannot remain firmly 
in apposition over the normal critical length of 
outlet, then varying degrees of incontinence will 
occur. Indeed any therapeutic procedure which 
is not founded on the restitution of such muscu- 
lar coaptation is irrational and doomed to fail- 
ure. Jan M. Thompson, M.D. Management of 
Incontinence. Missouri Med. 


Urinary Stress 


i pril 1960. 
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HILE the clinical features of rheumatoid 
adults are well known, there 


arthritis 
ix less familiarity with the disease as it occurs in 
children. Interest in’ the present status of 
rheumatoid arthritis in children in- I[]linois 
prompted a retrospective analysis of cases seen 
on the pediatric service at the University of Ih- 
nois Research and Edueational Hospitals during 
the past five years. While retrospective studies 
have serious deficiencies, they are useful in de 
termining the general incidence of a disease at a 
particular medical eenter, the course of patients 
who have been treated, and the therapeutic meas 
ures employed, They often are instrumental in 
modifving the diagnostie criteria for a disease. 
altering its treatment, and prompting further 
studies of various facets of the condition. Almost 
all cases in the present study have been seen one 


or more times by the authors. 


Diagnostic criteria 


Rheumatoid arthritis is difficult to define and 


delineate. In atypical cases, diagnosis is espe- 
cially difficult beeause of the marked variation 
in manifestations, particularly in children, Cri- 
teria for diagnosis, therefore, must be defined 
carefully. The criteria of the American Rheuma- 
tism Association are of great value if minor 
modifications necessitated by the difference in 
age group are made.° 

The most important positive diagnostic find- 
ings are morning stiffness, tenderness, pain on 
motion, and swelling of joints. Subcutaneous 
nodules, typical roentgenographic changes, and 
positive sheep cell agglutination tests are valua- 
ble confirmatory findings. Biopsy of synovial 
membranes is not feasible in pediatric practice 


and was not employed in this series of eases. 


Department of Pediatrics, University of Illinois Col 
lege of Medicine. 

Presented at the 119th Annual Meeting of the Illinots 
State Medical Society, May 20, 1959 
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Rheumatism Association has 








The American 
also defined a group of negative criteria, the 
presence of which tend to rule out rheumatoid 
arthritis. They include the rash of lupus erythe- 
matosis, the findings of dermatomyositis, the 
clinical picture of rheumatic fever (particularl 
carditis), infectious arthritis or tuberculosis of 
the joints, and erythema nodosum. 

We feel that five of these positive criteria and 
none of the negative should be present for the 
diagnosis of rheumatoid arthritis in childhood. 
There should be a history of joint symptoms for 
at least six weeks. For the diagnosis of probable 
rheumatoid arthritis at least three of the positive 
criteria and none of the negative should be pres- 
ent. There should be a history of joint symptoms 
for at least four weeks. For the diagnosis of pos- 
sible rheumatoid arthritis at least two of the 
positive criteria should be present, no negative 
eriteria. Duration of joint symptoms should be 
at least three weeks. 

By using these criteria to define rheumatoid 
arthritis in childhood, it is possible to establish 
ereater uniformity in diagnosis so that the re- 
<ults of different forms of therapy can be evalu- 
ated more easily. While it is not difficult to rec- 
ognize the typical well developed cases of rheu- 
matoid arthritis in childhood, diagnosis is often 
difficult in the early stages of the disease and in 
cases that satisfy only two of the positive cri- 
teria.? The differential diagnosis often includes 
one or more other diseases, and careful prolonged 
study may be necessary before diagnosis is se- 
curely established. In our cases, the differential] 
diagnosis has included rheumatic fever, septic ar- 
thritis, osteomyelitis, disseminated lupus erythe- 
matosis, sickle cell disease, lymphoma, and infec- 
tious mononucleosis. Each of these conditions 
can be excluded by appropriate diagnostic tests 
and by prolonged observation of the course of 
each patient. 

During the past five vears, 16 cases of rheu- 
matoid arthritis have been treated on our pedi- 
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atric service. By the criteria of the American 
Rheumatism Association, 7 were definite, 7 were 
probable, and 2 were possible cases. There were 
12 girls and 4 boys in the group. In 5 cases, the 
onset was between the ages of 1 and 3 years, in 3 
between the ages of 3 and 5 years, and 8 cases 


between the ages of 5 and 12 years. 
Clinical manifestations 


Fever was a presenting symptom in 8 of the 
children, and in 4 of these, the temperature curve 
was spiking in character. Initially, 11 of the 16 
had definite arthritis; the other 5 had arthralgia 
without definite arthritis. Joint stiffness was 
present in 5 cases. Rash was present in 6 in the 
initial stages of the disease. Subcutaneous nod- 
ules were found in only one case. Joint involve- 
ment initially was multiarthritic in 13 cases and 
monoarthritic in 3. The knee was involved in 6 
making it the most frequently involved joint. 
Those of the ankle, wrist, shoulder. elbow, and 


spine, the temporomandibular joint, and finger 


joints followed in that order of involvement. 
Primary involvement of large joints like the 
knee, rather than small joints such as those of 
the fingers, is characteristic of the juvenile form 
of rheumatoid arthritis. 

As the disease progressed, more joints became 
involved. All 16 of the patients had tenderness 
and swelling in one joint, 14 in more than one 
joint. Swelling was symmetrical in 11 of the 
eases. Morning stiffness was present in 5. Char- 
acteristic changes shown by roentgenograms, 
mostly osteoporosis, were present in 6. 

Laboratory findings were of limited positive 
value in diagnosis. Anemia was found in five and 
five had a leucocyte count of more than 10,000/ 
mm.*° Particularly confusing was one child who 
persistently had a markedly elevated leucocyte 
count with a shift to the left. which on one occa- 
sion reached 96,000/mm.? 

The sedimentation rate, which is not specific 
for rheumatoid arthritis, was high in 13. The 
sheep cell test was done in seven and was nega- 
tive in all. In the 10 cases in which a lupus prep- 
aration was done, the test was negative. The 
antistreptolysin titer was negative in the 10 cases 
in which it was performed. It is evident that 
laboratory examinations are entirely subordinate 
to the clinical findings in the positive diagnosis 
of juvenile rheumatoid arthritis. They have been 
of great value, however, in ruling out rheumatoid 


174 


arthritis in some children by establishing an .\|- 
ternative diagnosis. 


Treatment 


There was no rigid departmental policy re- 
garding use of adrenocortical steroids in tis 
series, and in general the more severe cases (}) 
were more likely to receive them; those less <e- 
verely involved received salicylates. Some jia- 
tients were given both types of drugs. 

The cases in this series have been followed {or 
periods varying from nine months to five years, 
At present 4 are asymptomatic and are receiving 
no medication; 2 are asymptomatic but are stil] 
receiving maintenance adrenocortical steroids. 
Six patients have mild residua; 2 of these are 
not receiying specific medication, and 4 are still 
on maintenance adrenocortical steroids. One 
child with severe progressive disease despite 
treatment with adrenocortical steroids died from 
acute adrenal insufficiency early in the course o 
varicella. It was not possible to ascertain the 
present status of 3 of the cases. Analysis of this 
small series revealed no significant differences in 
results between steroid and nonsteroid groups 
with regard to long term status. 


Discussion 


It is evident that juvenile rheumatoid arthritis 
in Illinois is uncommon, but it is not rare. Th 
cases at the Research and Educational Hospitals 
are not entirely representative of the disease as 
it occurs in the state since few of the extremel\ 
mild cases and few of the chronic severely crip- 
pled cases have been seen in our pediatric clinic. 

Our experience tends to conform with that ot 
Edstrom, who found in a much larger series that 
after five years 60 per cent of his cases had re- 
covered with no residua, 20 per cent had residua 
but no activity, and 20 per cent had progressive 
severe disease or were dead.* Johnson and Dodd 
have emphasized, however, that recurrence of ac- 
tivity may take place many years after appareni 
recovery from rheumatoid arthritis.? 

It is clear that for management of juvenile 
rheumatoid arthritis in the absence of specific 
therapy the physician can employ salicylates, 
adrenocortical steroids, physiotherapy, occupa- 
tional therapy, orthopedic measures, and psycho- 
logical support. Because of occasional irregu- 
larity in salicylate absorption, it is advisable to 
check the blood salicylate level in cases that show 
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poor response to salicylates. The adrenocortical 


steroids appear to be of considerable value in the 
geute toxie form of juvenile arthritis. 

Progression of the disease, however, may occur 
despite the use of the adrenocortical steroids. 
However, their use in the milder forms of the 
disease does not appear to be indicated since risks 
involved in using them, including compression 
fractures of the spine, are taken without any evi- 
dence of improvement in long term results. Dis- 
continuation of systemic adrenocortical steroids, 
once they have been employed, may be difficull 
for the physician to achieve, because symptoms 
may recur when the drugs are withdrawn. In oc- 
casional cases where large joints like the knee are 
involved, local injection of hydrocortisone may 
he of value. Extreme care must be taken, how- 
ever, to avoid infection. 

In childhood excessive bed rest may be detri- 
mental, It is, of course, necessary in acute toxic 
cases but in cases that are not in the acute severe 
toxic phase, ordinary activity is to be encouraged. 
Provisions for continuation of school Work must 
he made according to the capacity of the patient 
for activity. Further, the indiscriminate use of 
plaster casts may lead to ankylosis of involved 
joints. 

A causal relationship between beta hemolytic 
streptococcal infection and rheumatoid arthritis 
has not been established. For this reason routine 
prophylaetie therapy with penicillin or the sul- 
fonamides, as in rheumatic fever for the preven- 
tion of beta hemolytic streptococcal infections, is 
not warranted. 


Pseudoangina 

Pseudoanginal pain is more often in the left 
pectoral region, the patient usually describing 
the location -by placing his hand over the nipple 
area. Occasionally, in women, the pain may be 
under the left breast. The pain is frequently 
described as extending into the left axilla and, 
less often, down the left arm. While the afore- 
mentioned are the common areas, any portion 
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The sheep cell agglutination test, the latex 
particle agglutination test, and similar tests need 
further study in juvenile rheumatoid arthritis. 
Positive results appear to be less dependable in 
children than in adults. There is considerable 
difference in the percentage of positive results, 
depending upon the nature of the test employed 
and the particular series of cases reported.** 


Conclusion 


While much can be done to aid the child with 
rheumatoid arthritis, knowledge of the disease 
can hardly be considered to be in a satisfactory 
state with the etiology unknown, no definitive 
laboratory diagnostic test available, and no effec- 
tive specific therapy known. Further significant 
advances in the control of rheumatoid arthritis 
appear to be dependent upon new significant ad- 


vances in knowledge of its pathogenesis. 
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of the thorax may be the source of pain ascribed 
to the heart by anxious patients; even the abdo- 
men may be implicated. Differentiation from 
true angina may be made on several bases. 
Vagueness and atypical history are common in 
psvehosomatic disturbances. Freedom from pain 
when busy and exacerbation when at rest are 
usual signs. Eugene Rinkey, M.D. Psychosomatic 
Aspects of Heart Disease. J. Lancet. April 1960. 
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Community-Based Home Care Programs” 


PEARL H. 


«“ 
OME CARE PROGRAMS are defined as organ- 
ized programs having centralized respon- 


AHRENKIEL, R.N., B.S.+ 


sibility for the administration and coordination 
of services to selected patients at home, through 
a formally structured group and comprising at 
least a family physician, a public health nurse, 
and social caseworker assisted by clerical serv- 
ices and by the provision of ¢ssential drugs and 
supplies.””! 

“The essential characteristics of an organized 
Home Care Program are considered to be (1) 
centralization of responsibility for administra- 
tion, (2) coordination of the various services and 
resources made available to the patient, (3) the 
development and use of a medical care team or 
the opportunity for various disciplines to deal 
jointly with the health needs of the patient and 
his family and to develop definitive planning for 
the patient.”? 

Most home care programs serve chiefly pa- 
tients with long term illnesses. Organized home 
care makes available various community health 
and welfare services for the patient at home, 
in a coordinated, unified way. This prevents the 
fragmentation and separation of services, or 
the gaps that more frequently exist when only 
part of available community resources are made 
available. The objectives and purposes of the 
various programs, generally speaking, focus on 
the concept that home care is the most satisfac- 
tory means of meeting the total care needs of 
certain patients, or of a patient during certain 
phases of his illness, Any patient requiring long 
term care can be considered for home care only 
when his family wants to have him at home and 
the home service best meets his needs. 

Organized home care programs, as the term 
is now used, originated in the Montefiore Hos- 
pital in 1947, following the pilot project at 
Syracuse University College of Medicine in 


the Committee on Aging. 


Chief, Bureau Public Health Nursing, Illinois De- 
partment of Public Health. 
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1940. Montefiore, a voluntary hospital for cli von- 
ic disease, established a department of home care 
and set out to demonstrate the feasibility of 
caring for indigent and medically indigent pa- 
tients with long term illness in their own homes 
through an extension of hospital services. 


Development of programs 


The primary purpose of this early program 
was to alleviate overcrowding in the hospital. 
The observation, evaluation, and increased un- 
derstanding of social, emotional, and environ- 
mental factors in illness were identified as fur- 
ther. purposes; a saving in the cost of hospital 
care and, by relieving overcrowding in the hos- 
pital, a reduction of need for added hospital con- 
struction was expected.* This early program pro- 
vided the full range of hospital services to the 
patient at home: medical, nursing, social service, 
physical and occupational therapies, housekeep- 
ing, laboratory and other diagnostic tests, x-ray, 
sick-room equipment, medication and medical 
supplies, transportation, and most important, 
hospitalization when needed. 

Since these beginnings in 1947, 53 home care 
programs have been developed throughout the 
country. The concept of coordination of services 
and centralized responsibility has remained the 
primary purpose, but with increases in the num 
ber of home care plans, greater diversification 
in administration and variety of services has de- 
veloped. Some plans provide chiefly social and 
nonmedical services to home-bound patients: 
others provide medical services with little or no 
nursing and social services. Some are operated 
hy or in close liaison with general hospitals: 
others are operated by visiting nurse associa- 
tions, health departments, and welfare depart- 
ments.* With these developments, utilization of 
the program for strengthening medical, nursing. 
and social casework education has been recog- 
nized and in some instances is an additional or 
purpose for organizing home care programs. 

Hospital-based and community-based patterns 
of home care have one similarity and many dif- 
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ferences in operation, ‘The similarity is that both 
aim at coordinating services to the patient 
through centralized responsibility. 

The hospital-based programs are serving pri- 
marily the indigent patient. It is the opinion of 
some persons that, when ‘he program is hospital- 
hased, it is easier to retain total responsibility for 
administration, coordination, and supervision of 
physician services provided and financed by the 
hospital, and that the quality of the service is 
hetter controlled. Use of in-patient or out-patient 
facilities may be utilized more freely, and home 
care programs may work more readily through 
group conferences of those concerned with in- 
dividual patients. 

By contrast, the community-based program is 
available to all patients regardless of hospital 
connection or economic status. The patient pays 
for services to the extent of his ability, and any 
remaining cost is borne by welfare agencies or 
by the home care program itself. It is thought 
that the relationship between the family physi- 
cian, the patient, and the family is strengthened 
in this type of organization. The responsibility 
for supervision of each profession represented in 
community-based home care programs remains 
with the professional agency or the professional 
organization; e. g., visiting. nurse associations 
supervise nursing; the social agency supervise: 
the social worker. Experience indicates that 
community-based home care programs tend to 
he family-centered, and hospital-based programs, 
to focus on the patient as an individual. 

In these days of too few professional person- 
nel to get necessary work done, the community- 
centered program appears to have advantages 
in the fuller utilization of personnel. In a city 
the development of from 1 to 50 home care pro- 
grams administered by 1 to 50 different hospitals 
would pose increasing problems related to per- 
sonnel and expense as the number of hospital 


programs increases. 


Financing home care programs 
The costs of providing home care are paid 
lor through a variety of sources :* 
1. Allocations from the budget of the adminis- 
trative agency. 


Grants directly 


to the program from 


voluntary or philanthropic agencies or 
organizations. 
3. Grants earmarked for specific items on the 
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home care budget by the contributing or- 
ganization—for example, salaries or certain 
services. 
Payments to the home care program by 
welfare departments and other public as- 
sistance agencies on behalf of specific 
patients. 
Services provided and paid for by other 
participating community agencies, such 
as visiting nurse associations. 
Payments from patients and families for 
services rendered. 

7. ‘Tax monies. 

Comprehensive prepaid medical care plans in 
various parts of the country, such as the Health 
Insurance Plan of Greater New York, are 
providing some types of home care to an increas- 
ing number of persons. 

The impact of home care programs on hospital 
hed utilization has been studied at length. Dr. 
Peter Rogotz estimates “that about one-fourth 
of the total number of patient-days of care ren- 
dered by a home care program may represent 
general hospital in-patient days saved. It must 
he emphasized, however, that any such ratio 
will vary according to admission and discharge 
policies of each particular hospital and home care 
program, and according to many other specific 
community factors. It would be unwise to apply 
uncritically, in any situation, the 25 per cent 
estimate cited above.* Indeed, a recent paper by 
Littauer and Flance offers an estimate of about 


iD per cent.’””5 


Services provided 

Minimal essential services of the patient at 
home have been defined as medical supervision, 
public health nursing, and social casework. Re- 
view of reports from a number of home care 
plans show a great variety in methods of provid- 
ing these services. 

Medical services. 'These have been provided by 
the patient’s private physician, by residents in 
hospital-centered programs, or by physicians 
employed on a full-time or part-time basis. 

Public health nursing. Home care programs 
usually contract with existing nursing agencies 
to provide home nursing care, rather than 
employ nurses. Visiting nurse services, nursing 
divisions of local health departments, and other 
types of existing nursing services have had ex- 
perience in providing home nursing. 





Medical-social casework services. Casework 
services through a community social agency ap- 
pear most frequently in the community-based 


programs. In hospital-based programs, — the 
medical-social caseworker is usually a member 
of the staff. When a community social agency 
provides casework services, a mutual understand- 
ing should be developed among the various per- 
sonnel involved in the home care plan, since the 
members usually have not worked together pre- 
viously toward a common, specific objective. 

Related services as needed. It is desirable to 
have available for consultation physiotherapists, 
occupational therapists, dentists, nutritionists, 
and dietitians. Many programs consider home- 
making services, equipment, and supplies as 
essential. Some suggest providing a plan to per 
mit the family some relief, especially for the 
person most involved in caring for the patient. 

As stated earlier, most patients receiving or in 
need of home care are chronically ill. Present 
home care programs handle only a fraction ot 
them. Surveys indicate that 70-75 per cent are 
cared for at home, many times under quite in- 
adequate conditions. In general, the home care 
program appears to fit the needs of 

1. Patients convalescing from acute illness or 

acute exacerbation of chronic illness; 

Patients too sick or disabled to come to an 
out-patient clinic but not sufficiently sick 
or disabled to be in a hospital; 
Patients chronically ill and/or indigent 
who do not require hospital care; 
Patients occupying hospital beds solely be- 
cause a more suitable place for care was 
lacking ; 


Patients whose psychological and emot 
al needs would be more readily met, 
recovery more rapid, if their family 
vironment could be maintained.” 
In summary, home care programs hai 
major role to play in providing qualitative 
ices to the chronically ill patient at home. 
kind of service is valued by the family and 
Futher utili 
increase the 


patient. values accrue from 


programs to understanding 
students in medicine, nursing, and social « 
work, regarding long term illness and_ its 
pact on the family, the socioeconomic prob! 

of long term illness, and to give some experic: 
in providing professional services in the he 
HHome care programs usually require some 
side financing. There is a saving in the use 1 

of hospitals, and in many instances there are 
economies in caring for patients at home. Ii is 
important that the over-all criterion for accept- 
ing a patient in the home care program be that 
this type of service can best meet the patient's 


needs, 


REFERENCES 


U. S. Depart 
Public He 


Superintendent 


1. A Study of Selected Home Care Programs, 
ment of Health, Education and Welfare 
Monograph No. 35, Washington, D.C., 
Documents, 1955 
Organized Home 
Report by the 
164: 298-304, 1957. 

Weiskotten, H. G., and 

I Hospital 


Programs in the United State A 
Indigent Care, J.A.M.A., 


Care 


Committee on 


Thomas, M. 
Patient, 


Jensen, F.; 
Medical Care of the 
York, Commonwealth Fund, 1944 
Rogotz, P. and Crocetti, G. M.: 
Their Impact on the Hospital’s Role in Medical Care, Ar 
J. Public Health, 50: 1125-1133, 1958. 

Littauer, D., and Flance, I. J.: Home Care Has Made a 
Itself, Mod. Hospital, 89:77-86 1957. 


Discharged 


Home Care Program 


Place for 


The Peoria Home Care Plan’ 


CAMPBELL, RLN., Coordinator, Peoria 


DorotHy LL. 
‘wan PEORIA HOME Care Plan is a community- 

centered program administered by the Visit- 
Nurse The 


planning rests with the Steering Committee, on 


ing Association of Peoria. over-al| 


which the Peoria Medical Society has represen- 
tation. All policies of the plan are cleared and 


approved by the Medical Advisory Committee of 


the medical society. 


the Committee on Aging. 
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*This ts the sixth in a series of articles sponsored by 


The chairman of the Steering Committee is a 
private physician who also serves as a member of 
the Medical Advisory Committee. Other members 
are the president of the medical society and the 
presidents of the medical staffs of the three 
hospitals. This committee, of course, changes 
each year. 

The program is coordinated by the medical 
representatives of the Steering Committee and a 


) 


public health nurse coordinator. By using the 
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jeaii-Cooperation approach, the patient is always 
mnder the supervision of his private physician. 
Nurses, physical and occupational therapists, 
ocialworkers, and homemakers are all a part of 
he home care team. Other skills and paramedi 

ervices are obtained from personnel em 
other and institutions; we 


ed by agencies 


indeed fortunate to have an Institute o! 


Medicine 


hospitals, 


Wweical and Rehabilitation in ou 


The patient’s family is an important part ol 


the home care team in that it fills the major 


needs of the patie nt. 


We are fortunate in having the Forest Park 


ndation finance our program with a $10,000 


rrant-iIn-aid each year. But there is need for 


recognition by public and private community 
3 ; 


gencles insurance Companies _in-ordei 


and by 


suffigient findneial support to assure 
a continuing method of adequate treatment for 


patient, We 


hat public tax-supported agencies should pay i 


one-term, homebound believe 


+ 


for the services to their patients and that in 


surance companies should extend their services 


include medical, nursing. and homemake: 


ices In the home. 


Care provided 


In the three veal period 1956 through 195%, 


502 referral patients, 289 requiring two or 


nore services were admitted to the home car 


rogram, and 153 patients were assisted in meet- 
their needs for adequate care at home, Of 
242 


remained at 


he 442 patients served, able to leave 


hospital and 230 home. This is 
a means of emptying hospital beds but free- 
a much needed bed for the patient who is 
al itely ill. 

\ge distribution ranged from under 40 years 
(10%) to 60 and over (710). It is interesting 
o note that 63 per cent of our patients were agi 
65 and over. and 50 per cent of them were age 
70 and over. - 

The number of patients admitted to the home 
care program rose from 76 during the first vear 
to 149 the third year, or 345 patients in a three 


vear period for a total of 50,911 days. 


ical 
d a 


the 


rnal r September, 1960 


Primary diseases of 345 patients were: 


Cerebral vascular accident 
Sccidents (fractures ) 

Arthritis 

Heart and circulatory 

(: 

Diseases of C.LN.S. (vascular lesion) 
Diabetes 

Spinal cord lesions 

on 


All other diseases a) 


Of 253 


patients discharged, 150 recovered or 


improved, 20 were admitted to a nursing home 
or readmitted to the hospital, 38 died, 3 moved 
out of the area, and 12 made other arrangements. 

There is need for expanding homemaker servy- 
ices to the chronically ill. homebound patients, 
~ince at least 50 to 60 per cent of all referred 
need Wl-timie or 


part-time homemaker 


Cares 
ervice, Consideration should be given to the use 
ofall available 
the needs of chronically ill patients not only for 


services but for all 


coblnunity resources in meeting 


homemaker paramedical 

services, including dental care and the services 

of medical-social caseworkers and nutritionists. 

Although much equipment has been added to 
Nurses Association 

still needed. 


he Visiting loan bureau, 
vital equipment Is 

We are pleased with the increase in referrals 
by physicians, hospitals, and health and social 
agencies, but there is need for still more partici- 
pation by the hospitals and early planning for 
patient discharge from the hospitals. Once a vear 
the coordinator meets with the medical staff at 
each hospital and participates in staff education 
programs ; but it is a continuous process of edu- 
cation throughout our community. 

Home care is not a panacea for care of all pa- 
tients with long term illness, nor is home care 
always cheaper if a multiplicity of services is re- 
quired, We must consider the use of convalescent 
homes. many of which are being upgraded to 
include rehabilitation of patients. 

Many times, convalescent homes serve the pur- 
pose of a halfway house up to the time the pa- 
is able to return to his own home or to a 
still the 
services offered through the home care plan. 


tient 


hoarding home where he can receive 
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Preparing your patient for college 


As if the family physician were not already 
overburdened, he is asked today to play an in- 
creasingly important role in the lives of his 
patients of college age. This is true for two 
reasons. First, as competition for admission to 
college intensifies—and the end is not in sight 
the health factor takes on greater significance. 
True, a student’s academic ability is usually the 
determining criterion for admission long before 
the physician’s appraisal is requested. But, as 
campuses become more crowded and methods of 
selectivity necessarily become more refined, the 
student’s health picture, as reflected in the rec- 
ords of the family physician, will become more 
crucial. 

Second, members of student health services 
wisely recognize that theirs is a temporary stew- 
ardship. They are guardians of the student’s 
health only because he is away from his own 
physician. Thus, in the interest of thorough 
and effective continuity, health services must 
rely on family physicians both to provide candid 
appraisals, always held in strict confidence, and 
to counsel the student before he leaves home. 

Family physicians are in the best position to 
prepare their patients for college in the following 
ways: 

1. Help the boy or girl to choose a university 
which best fits his needs. Some students thrive 
on freedom; others require more rigid controls. 

2. Warn a student who is sensitive to pressure 
to avoid too many extracurricular activities, es- 
pecially the first year. 

3. Discuss sex education, problems of preg- 
nancy, and the role of alcohol in causing un- 
predictable behavior. 

4. Give the patient a smallpox vaccination or 
recommend that it be done on arrival at the 
university. 
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5. Refrain from supplying drugs such as 
antibiotics, tranquilizers, and stimulants which, 
When dispensed ad lib to roommates, may 
duce havoc. 

6. Give the patient a booster to pediatric 
immunizations. ‘Tetanus and diphtheria toxoid 
can be started at home and continued — on 
campus. 

¢. Remind the student that family hospitali- 
zation coverage may end at age 19. 


The 


service 


family physician performs inestimable 


When he prepares a confidential report 
as follows: 

1, Gives candid appraisal of apathy, depres- 
sion, and fatigue. Psychiatric care is available 
in most health services. Thus alerted, a suicide 
might be prevented. (Suicide is the third cause 
of death in university students.) 

2. Provides information which allows gradu- 
ated gymnasium activity. 

3. Sends directly to the health service paren- 
teral drugs and antigens with precise instrue- 
tions for administration. 

t. Provides information on stressful intra- 
family relationships. 

®. Gives pertinent data on students who, for 
vague reasons, have had to drop out of previous 
university settings. 
the 
health record. With the increasing specificity of 


6. Educates patient to keep his own 
medicine, the patient who knows his own record 
on such matters as childhood diseases, antibiotic 
therapy, allergies, immunizations, and x-rays, 
helps himself and his physician. 

7. Consults with the health service when un- 
certain about the wisdom of sending a chron- 
ically ill patient to school. A university is not 
a therapeutic spa. On the other hand, many 
students with physical limitations profit from 
higher education and contribute much to society. 
Supportive treatment can be arranged. 
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lt is a chore to complete the many diverse 
forms for patients. Student health services should 
adopt uniform records and in turn should pro- 
vide family physicians with a report on any 
health problems the student encountered while on 
campus. As higher education becomes more pre- 
cious, the greater is the need for better com- 


inication between family physician and health 


services. Health problems should not be per- 
mitted to bloek educational goals. 

Leona DB. Yeager, M.D. 
Director of Student Health 


Northwestern University 


Adrenal insufficiency in politics 


Complications associated with the prolonged 
use of corticosteroids in the treatment of many 
inflammatory, allergic, hematologic, and neo- 
plastic diseases are well known both to the med- 
ical profession and the lay public. Recent articles 
in the press mention that the Democratic candi- 
date for President of the United States is said 
to take cortisone because of Addison’s disease 
(adrenal cortical insufficiency). The formerly 
grave outlook for patients with adrenal insuffi- 
ciency together with the known complications as- 
sociated with chronie corticoid therapy have 
made many people question the advisability of 
an individual afflicted with this condition being 
given the enormous responsibilities of heading 
our government, Such conditions as emotional 
instability, decreased resistance to infection, pep- 
tic ulcer, osteoporosis, and acute withdrawal 
adrenal insufficiency are not conditions the pub- 
lic wishes to have afflicting their chief executive. 

The dose of cortisone necessary for replace- 
iment therapy in Addison’s disease should not, 
however, produce any of these complications. A 
distinction must, therefore, be made between the 
effeet of pharmacologic and physiologic doses of 
the drug on the patient. 

In patients with adrenal insufficiency the 
amount of adrenocortical hormone should be that 
necessary to maintain normal mineral and glu- 
cocorticoid effeet. On the other hand, in order to 
produce the anti-inflammatory effect of this drug 
in rheumatoid arthritis and related diseases, it 
ix necessary to give doses that eventually produce 
abnormal mineral and glucocorticoid effects with 
the eventual development of Cushing's disease. 
‘Thanks to the availability of cortisone and hy- 
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drocortisone, Addison’s disease has become a con- 
dition more easily treated than diabetes mellitus. 
Granted that acute adrenal insufficiency may de- 
velop suddenly in a well controlled Addisonian 
patient if an acute infection or other stress phe- 
nomina develop, competent medical management 
controls these emergencies. A patient with this 
disease under expert medical supervision, and 
well educated as to his own problem, should be 
able to lead a full and useful life. Addison’s dis- 
ease should not under these circumstances have 
any effect on his survival. It is conceivable, how- 
ever, that because of the improved feeling of 
“well being” produced by doses of adrenocortical 
steroids greater than physologic doses, a patient 
with Addison’s disease may inadvertently be 
maintained on too high a level of the drug and 
thereby develop the complications associated with 
pharmacologic doses of the drug. 

Therefore, the decision as to the responsibili- 
ties and activities that a patient with Addison’s 
disease can safely assume depends greatly upon 
the know-how and judgment of both the attend- 
ing physician and the patient himself. 

Samuel G. Taylor III, M.D. 


Strange paradox 


The National Foundation has been pushing 
the Salk vaccine since it was introduced several 
vears ago. More recently they sent out a release 
in which they admit that “ ... there is strong 
evidence that a live virus (oral) vaccine may 
turn out to be an even more effective weapon 

.’* This is an innovation, considering their 
strong stand on the 90 per cent effectiveness of 
the Salk vaccine. 

The Foundation was so sure that polio was 
licked that Mr. O’Connor announced last year 
that they were seeking new fields to conquer and 
had aimed their guns in the direction of rheu- 
matology. This was done despite the fact that 
polio was on the increase and scattered epidemics 
were reported from time to time. These were 
blamed on lack of cooperation in using the vac- 
cine—a doubtful cause provided the vaccine was 
beyond reproach. 

Meanwhile, the proponents of the three oral 
vaccines had to conduct their field tests in other 
countries. These vaccines were regarded as too 
questionable for testing in this country. But the 
results have received so much publicity that the 
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Foundation can no longer ignore the competi- 
tion. The USPHS has entered the picture, and 
over 40 detailed reports on massive campaigns 
and field trials have been made. 

The Foundation waited until the oral vaccine 
Was given to more than 50 million people before 
agreeing that it was promising. Remember the 
glowing reports that the Foundation released to 
the public several years back when only a few 
thousand had received the Salk vaccine. 


*Rivers, T.M.: 
Poiio, National Fy 


Killed-Virus vs. Live-Virus Vaccines against 
undation Release May 18, 1 
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Alveolar proteinosis 


A new chronic pulmonary disease character- 
ized by nonspecific respiratory symptomis and 
specific x-ray and pathologic findings was de- 
scribed in 1958 by Rosen, Castleman, and Lie- 
bow.? Since then additional cases have been re- 
ported in American literature, but it is doubtful 


whether the total number on record exceeds 
forty. 

For 
with a proteinaceous material that extends occa- 


The 


stance consists of granular eosinophilic material 


reasons unknown, the alveoli are filled 


sub- 


sionally into the smaller bronchioles. 
that stains positively with periodic acid Schiff 


stain (PAS positive) indicating the presence 
of mucopolysaccharides. 

These secretions produce a definite alveolar- 
capillary block leading to cvanosis and pulmon- 
ary insufficiency. But unlike other forms of the 
alveolar-capillary block syndrome, the alveolar 
interstitum is 


cellular 


swelling nor inflammatory reaction. 


walls and the interalveolar nor- 


mal. There is no fibrosis, infiltration, 

The disease usually develops insideously in 
young adults. There is a slow progression of 
dyspnea, weakness, fatigue, increased cough, and 
weight loss. There is a paucity of physical signs 
unless complications develop. Cvanosis may be 
noted, and clubbing of the toes and fingers may 
develop in advanced cases, 

The most typical x-ray findings are those of a 
fine, soft, diffuse, bilateral, perihilar-radiating. 
floccular-appearing density. There is no cardiac 
enlargement or hilar adenopathy. The x-ray is 
A definite 


sis is made through lung biopsy. 


distinctive but not diagnostic. diagno- 


Pulmonary alveolar proteinosis is character- 
ized by a progressive pulmonary insufficiency 


hastened by secondary infection with a si; 
icant loss of functioning lung volume. The } 
tality is 30 per cent. Antibiotics and steroid: 
of little 
rest 


proteolytic 


value unless complications dev 


results are obtained with iodides. 


enzymes, such as Tryptar® 


Varidase™®, also help to clear away the mate 


Brucellosis 


Brucellosis is Inainly an 
disease in the Middle West. At the Mayo Clin 
the patients with this conditio 


how occupatie 
more than half 
were farmers or were otherwise occupied \ 
animal husbandry. 

Diagnosis is made with certainty only by ¢ 
blood, body 


fluids, exereta, or tissues. The agelutination test 


tivating Brucella organisms from 
also is of value. The Mayo group is dubious of 


a positive skin test which could be correlated 


with the disease, but others believe that the 
test indicates a clinical or subclinical past infee- 
tion rather than simple exposure to the disease, 
The interpretation of this test is controversial. 
Four 1\ pes of brucellosis are recognized today, 
the organis! 


The first is the bacteremie type: 


ix cultured from the blood. Its victims have high 


and rising agelutination titers. In the serologic 


patient has the svstemic manifestations 


tvpe the 
of the disease with a positive agglutination tite 
but a negative blood culture. 

The localized tvpe is diagnosed by obtaining 
Brucella organisms from specific tissues such as 
the lung, liver, and spleen. Agglutination titers 
are low or absent, and the blood culture is nega 
tive. The fourth type is a mixed form, usually 
of bacteremie and localized types. 

The Mavo group considers chronic brucellosis 
a doubtful entity because it is shrouded with 
emotional factors. A weakly positive skin and /o 
agelutination test in a patient with psvchoso 
matic complaints is of questionable significance 
unless svmptoms are localized. 

Tetraeveline, or one of its analogues, along 
with streptomycin ix the treatment of choice. 
The dosage is 500 to 750 mg. of tetracveline 
every 6 hours with 1 Gm. of streptomycin intra 
museularly twice daily for two weeks. Strepto 
mycin is reduced to 1 Gm. daily when lesions 
are localized. 

Experiences with 
(April) 1960. 


Schirger « l.: Brucellosis: 


: Oh 
Ann. Int. Med. 52:827-837 


Alexander 
224 Patients, 
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Gastric HyrorHermtia for HEMORRHAGE 


Minnesota Medicine carried an article in May 
on the use of gastric hypothermia in controlling 


massive gastrointestinal hemorrhage, written by 


0. H. Wangensteen, M.D., and his group. 
to 15 C. 


The stomach is cooled 


a balloon through which an ice-cold 30 per cent 


alecohol-water mixture circulates. An alternate 


method was to insert an open tube and slowly 


ject a near freezing milk mixture. Gastric se- 


‘tion is reduced considerably, and the pyloris 


almost ¢ loses, 


results were obtained in massive 


exeellent 
vastric hemorrhage fom peptic ulcer, esophageal] 
varices, and erosive gastritis. Bleeding from duo- 
denal ulcers was controlled in 13 patients, 8 of 
whom were in shock. The author recommends 
this plan of treatment for the more seriously ill 
patient. He also postulated on what effect the 


treatment might have in closing the more chron- 
ic uleer crater. 
Swenko 


Minneapolis has 


Since this article appeared, the 


Manufacturing Company of 
placed the new gastric hypothermia machine on 
the market. 

First CHOICE 


Biue Cross-BLuE SHIELD 


More than 55 per cent of the estimated 1,695,- 
Federal Blue 
Shield 
Government employees also chose the high 


000 workers chose to enroll in 


(‘ross-Blue this summer. 
level-higher cost benefits program in preference 
io the low benefit-lower cost option offered by 
(Jue Cross-Blue Shield in a ratio of about four 
fo one. 

As noted by Blue Cross-Blue Shield, this is a 
vote of confidence for the organizations, volun- 
tary hospitals, and physicians who sponsor these 


programs, 


for September, 1960 


by inserting 


Nests OF BACTERIA FOR BOILs 


treatment. 
the 


Chronic furunculosis often resists 


Cleanliness, vaccines, and antibiotics are 
usual remedies. The British treat this condition 
by going to the source of the trouble. They found 
that in 88 per cent of patients with recurring 
hoils the same strain of staphylococci existed in 
the nasal secretions as was present in the skin 
lesions. In a few, the organisms were isolated 


from low grade infections of the eye, ear, or 
perineal area. A high percentage of cures were 
obtained when nests of bacteria in the nose were 
eliminated with neomycin-bacitracin creams. 
Neo-Cortef was used in the eyes and ears when 


The boil 


solution of 


with a 


A daily 


necessary, area was swabbed 


1 25000 mereuric chloride. 


bath was also recommended. 
PITARMACEUTICALS 


Merck’s new polio vaccine is getting consider- 
able publicity. It is reported in their releases to 
he far superior to the Salk vaccine. “After two 
doses given a month apart, every one of the 
children showed an immune response to all three 
~trains of the virus used in the vaccine. This 100 
per cent immunity rate is in striking contrast to 
that produced by the Salk vaccine .... To put 
the comparison another way, the new vaccine 
accomplishes the same or better results in eight 
weeks as the Salk vaccine does in eight months. 
‘This can be an important difference when a polio 
epidemic threatens.” 

There is no harm in blowing your own horn, 
but this new vaccine is a good example of why 
pharmaceutical executives get gray hair. Should 
the new oral vaccine prove to be superior to the 
injected type, Merck stands to lose a tremendous 
market. The exception may occur during a 
threatened epidemic, but for the present they 


had better “strike while the iron is hot.” 





Bacteriologic studies were done in the families 
of these patients, and many were found to har- 
bor the same staphylococci. 

Some cases of recurrent furunculosis were 
cured only when the family carriers were dis- 


covered and treated. 


There is no limit to what aspirin can do. 
“Small daily doses can lower blood cholesterol, 
relieve the symptoms of diabetes, and can act like 
thyroid where there is insufficient metabolic 
activity.” This quote stems from a news release 
concerning an article by Chauncy D. Leake, 
Ph.D., appearing the New Physician. 
new 


Alvodine is Winthrop’s high 


analgesic. In an extensive test Alvodine produced 


potency 


excellent-to-good pain relief in 247 patients. An 
additional 88 patients reported fair relief. It 
proved to be better than three other drugs used 
for comparison. Morphine continues to be an 
excellent pain killer, but it is seldom if ever 
used in a double blind test where the efficiency 
of several drugs is compared. 


SCARE SELLING 


It was bound to happen! Radiation has been 
a recognized depilatory for many years. A recent 
news release plugging Dr. Lubowe’s new book, 
New Hope for Your Hair, had the following 
title as an eye catcher: “Rising human baldness 
linked in new book to world nuclear fallout.” 
But in the release itself, the relationship is toned 
down considerably: “It can be, and possibly is 
Thereafter radioactive fallout is dropped like a 
hot atomic potato and the more conservative 
reasons for baldness are considered. It is un- 
fortunate that loss of hair must be added to the 
current fear of radioactivity—just to sell a book. 


Mepicat READING POTENTIAL 


Broadland and Taine of the National Library 
of Medicine surveyed all medical serial publica- 
tions for a three month period in 1957, and 
counted 487 journals in the United States, or 23 
per cent of the world’s total of 3,579. A later 
search by others brings the total to 4,828 medical 
periodicals. During this same three month period, 
53,975 articles were published in U. S. journals, 
a rate of more than 200,000 per year. 
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By far the largest producer of medical yx 


odical literature on any basis, Broadland 
‘Taine reported, is the United States, which 
nishes nearly one-quarter of all the world’s j: 
nals and/or articles. Germany, France, and E 
land follow in that order. Russia was in eig 


place with 3 per cent of the world’s output. 


Boxers’ BRUISES AND VARIDASE BUCCAL 


Lederle should know now whether their Vii 
dase Buecal prevented severe and general bn 
ing among the Olympic boxers. It appeared 
hasten absorption and healing in an earlier st 
by Dr. Joseph L. Blonstein, honorary medi 
officer of the British Amateur Boxing Associ: 
Almost 500 


half received Varidase tablets and 


tion. boxers participated in 
study 
rest were given placebos. Eighteen boxers in 
control group received severe bruises, wher 
21 received general bruises and abrasions. Thi 
were only 7 and 14 respectively in the treate 
segment. Can we attribute this to the enzymes or 
were they more fortunate or better boxers ? 


At the 


sprains cleared up within four to five days in 


any rate, bruises, abrasions, and 
the treated group as compared with two to three 
weeks among the controls. This is what the drug 


is designed to do. 


DECREASED APPLICANTS for MEDICAL SCHOOLS 


For the third consecutive vear the number ot 
individuals applying to U.S. medical schoels has 
decreased, according to the Association of Amer- 
Medical The 


applicants to the 1959-60 class was 


ican Colleges Datagrams. total 


number of 
( per cent less than the total number applying 


in 1956-57. 


This took place despite the fact that under- 


graduate college enrollments continue to— in- 
crease, 

Future predictions of numbers of applicants 
to our medical schools should not be based on 
immediate past experience alone, the association 
cautions. We know, for instance that the young 
intellectual selecting a professional career 15 
to 20 years ago was limited to medicine, law, 
and the clergy. Now, and in the future, vocation- 
al opportunities in professional, technical, and 
scientific fields offer him a wider choice and a 
similar standing in the intellectual community. 
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As a consequence, decreasing proportions of men 
wit! first level degrees will have an interest in 
medieine. 

‘he reduced number of applicants to medical 
schools is not serious if, and only if, the quality 
and variety of the talent in the accepted appli- 
cant group is maintained and improved upon. 

Nevertheless, this trend in decreasing num- 
hers of applicants should not be taken lightly. 


CANCER-SUPPRESSING DRUGS 


Lederle Laboratories have been working on anti- 
folic compounds since 1945 in hope of finding 
a product that suppresses leukemia and cancer. 
Aminopterin was the first of the more potent 
antagonists. It was followed by methotrexate in 
1948 which was less toxic but just as active as 
Methotrexate 
vorum factor) was given considerable publicity 


aminopterin, (along with citro- 


recently in a favorable article dealing with the 
treatment of cancer among patients in Kenya, 
Africa. The citrovorum factor (Leucovorin) is 
an antidote to the antifolic compounds and is 
useful in alleviating the toxic effects of these 
products. In 1951 Lederle synthesized dichloro- 
aminopterin and dichloromethotrexate. The lat- 
time of mice with 


ier increased the survival 


leukemia by TD over metho- 


trexate. We can expect to hear more of this drug 


advanced per cent 


in the future. 


“A Rose py ANY OTHER NAME. 


Seditives and tranquilizers have many syno- 


nvms: The latest is calmative agents. 


TRAVEL Risks 


Catastrophes are accidents in which five or 
nore persons are killed. In the first half of 1960 
they were responsible for 600 deaths in the 
Many involved plane crashes 


United States. 


and the greatest single disaster of the period 
was the plane that exploded in flight near Tell 
City, Ind. Approximately 15,000 died in auto 
accidents during the same period, a grim re- 
minder that air travel is not quite so risky as 


many believe. 


PORTABLE AIR CLEANER 


A portable electronic air cleaner that removes 
airborne pollen, dirt, and bacteria may provide 
relief for patients with allergies at home or on 
vacation. This suitcase unit, according to the 
Minneapolis-Honeywell Regulator Company, re- 
moves irritants as small as one two-and-a-half 
millionths of an inch. It can be plugged into any 
outlet and operates on no more power than that 
required for a 40-watt light bulb. 


REGULATING SALE OF Foric Acrp 


The FDA has proposed regulating the sale 
of vitamin preparations containing folic acid in 
more than 0.4 mg. or 400 micrograms per daily 
dose after March 1, 1961. Thereafter it would 
he available only by prescription, except in 
~maller amounts, provided it is safe. 


HYDROCORTISONE FOR EMERGENCY BaG 


Patients on steroid therapy are liable to acute 
adrenal insufficiency when exposed to stress. 
This occurred to three asthmatics when they de- 
veloped pneumonia. One failed to respond to 
supportive therapy (prednisolone), according to 
a report in The Lancet (July 30, 1960). The 
author mentions several patients with rheuma- 
toid arthritis who were having long-term corti- 
sone treatment and died of pneumonia accom- 
panied initially by only slight symptoms. 

The lesson: Carry an ampule of hydrocorti- 
sone in the emergency bag and use it in these 
patients when they collapse or vomit. 


Mp ev are often capable of greater things than thev perform. They are sent into the world with 


bills of credit, and seldom draw to their full exient. - 
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Blue Shield Plans conference 


Arthur S. Flemming, Secretary of Health, 
dueation, and Welfare, will address the Annual 
Program Conference of Blue Shield Plans Oc- 
tober 10-11 at the Drake Hotel in Chicago. His 
subject will be “Voluntary Health Plans Today 
and Tomorrow.” More than 300 Blue Shield 
Plans physician-trustees and executives, as well 
as state and local medical society officers and 
secretaries, are expected to attend. 

The two-day conference has as its theme “The 
Essentials of Leadership.” Leaders in industry 
and American medicine are being invited to 
participate. 

The national association stated that the Oc- 
tober conference will replace the Blue Shield 
normally 


Professional Relations Conferences 


held each February. 


APHA annual meeting 


The American Public Health Association will 
hold its annual meeting in San Francisco Oc- 
tober 31-November t, About 60 related organi- 
zations will hold meetings during the week. 

Among principal topics on the program are 
radiological health, health effects of food addi 
tives, and genetic and environmental aspects of 
public health. Several sessions will be devoted to 
discussion of medical care programs and plans. 

Registration is open to nonmembers as well as 
nembers of the APHA and its related organi 
zations. 

A symposium on man’s changing physical, 
chemical, and biological environment will be 
held October 31. 

The Sedgwick Memorial Award and the Al 
hert Lasker Awards will be presented. 

Scientific sessions and scientific and technical 
exhibits are scheduled for the Civie Auditorium. 
Other sessions will take place at the Sheraton 
Palace, Whitcomb, and Jack Tar hotels. 

For further information address the Associa- 
tion at 1790 Broadway, New York 19. 
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State anesthesiologists to meet 

The fall meeting of the Illinois Societ 
Anesthesiologists will be held in the Boule 
Room of the Sheraton-Towers Hotel, Chi 
on Saturday, September 17. The scientific 
sions will begin at 2:30 p.m., recess for cock 
and dinner, and resume at 8 p.m. 

The program is as follows: 

“Anesthetic Management of Respiratory Insufficiency, 

Ruth Mansfield, M.D., Brompton Hospital, Londor 
“Halothane in General Surgery,” Rudolf Frey, M.D 

University of Gutenberg, Germany 
“Problems of Anesthesia in Central Europe,” Dr. Frey 
Rhinologic society meeting in 
Chicago 

The American Rhinologic Society will hold 
its annual meeting at the Belmont Hotel, Chi- 
cago, October 8. Physicians are invited. 

The guest of honor and one of the afternoon 
speakers will be Dr. Henry L. Williams of the 
Mavo Clinic, Rochester, whose subject will be 
“Thirty Years of Experience in Rhinology.” The 
“Fifty Years of Medical Prac- 
tice.” will be given by Dr. Morris Fishbein. 


dinner address, 


Participants in a symposium on “Nasal Pres- 
sure Tests” will be Drs. Maurice H. Cottle, 
Chicago: David S. Hacker (Ph.D.), Evanston: 
Manuel Wexler, Los Angeles, and Charles J. 
Finn, Milwaukee. A symposium on “Choanal 
Atresia” will be presented by Drs. Francis H. 
MeGovern, Danville, Va.; G. Slaughter Fitz 
Hugh, Charlottesville, Va., and Henry H. Bein 
field, Brooklyn. 

Other afternoon speakers and their subjects: 
“Implant Materials Compatabilities —- Anti 
Dingwall, Squibb 


Institute for Medical Research, New Brunswick. 


genicities,’ Drs. James A. 


N.J. “Review of Reports on Lyophilized Bone 
and Cartilage,” Dr. Ravmond LL. Hilsinger, Cin 
cinnati. “The Comparative Anatomy of the 
Nose.’ Dr. Stuart Smith, Denver. “Hormones 
Dr. Aubrey G, 


in Rhinology,” Rawlins, Sar 


Francisco, 
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Program of postgraduate courses 


the 
courses of the Chicago Medical Society for gen- 
eral practitioners and specialists, October 17-21 
24-28 


The programs for two postgraduate 


and October have been completed. A 
question and answer period ends each half-day 
session. Subjects and speakers are as follows: 


MoperN DIAGNOSTICS 


Monday 
Does the Virus Laboratory Have a Role in Prac- 
tical Diagnostics ? Mare O. Beem 
Diagnostic Aids in Rheumatic Fever 
thritis, Max Montgomery 
Goitrous Cretinism, Sheldon Berger 
Early Reeognition of Intestinal Defects in 
Newborn, Heyworth N. Sanford 
Celiac Disease, Paul A. di Sant’Agnese 
Diagnosis of Fibroevstie Disease of Pancreas, 
Paul A. di Sant’Agnese 
Disorders in 


Ar- 


and 


the 


Convulsive Childhood, Louis D. 
Loshes 

Office Diagnosis of Congenital 
Benjamin M. Gasul 

Recognition of Renal 
Aaron Grossman 

Malignant Disease in Childhood, Max Borovsky 

What Children Should Be Referred to the Psy- 
chiatrist, Marvis Schwarz 


Heart 


Disease, 


Disease in Childhood, 


Tuesday 

Differential Diagnosis of Pruritis, Arthur L. 
Shapiro 

Cutaneous Manifestations of Systemic Disease, 
Theodore Cornbleet 

Pigmented Cutaneous Lesions, Allen I. Lorinez 

Superficial Fungus Diseases, Irene Neuhauser 

Deep Mycotie Infections, Tibor Benedek 

The Venereal Disease Boomerang, Franklin R. 
Fitch 

Hoarseness, Stanton A. Friedberg 

Obstruction of the Airways, Albert R. Andrews, 
JY. , 

Hearing Problems, Richard E. Marcus 

Office Diagnosis of Glaucoma, Harold S. Fein- 
handler 

Lesions of Common Interest Seen with the Oph- 
thalmoscope, Stefan Van Wien 


Wednesday 

Panel: Problems of Lesions of the Branches of 
the Aortie Areh, Benjamin Boshes, Moderator 

Clinical Significance of Raynaud’s Phenomenon, 
David T. Abramson 

Peripheral Ischemia, Frank V. Theis 

New Concepts of Venous Stasis, Geza de Takats 

Recognition of Bone Tumors, Harvey White 

Orthopedic Problems in Athletes, Bruce J. 
Brewer 

Principles Involved in Both 
the Legs, Carlo Seuderi 


Bone Fractures of 
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Injuries of the Hand, Allen F. Murphy 
Shoulder Pain, Donald 8S. Miller 


Thursday 

Diagnosis of Prostatic Carcinoma, Jerrold 
Widran 

Recognition of Treatable 
Vincent J. O’Connor, Jr. 

toentgenological Diagnosis of 
Jerome Nadelhaft 

Significance of Urine Sediment Abnormalities, 
William F. Kellow 

Diagnosis of Non-Obstructive 
William McCabe 

Diagnosis of the Paralyzed Bladder, Sherman E. 
Kaplitz 

Detection of Intra and Peri Uterine Lesions by 
Means of Exfoliative Cytology, George L. 
Wied 

Endocrine Aspects of Amenorrhea, Robert Ryan 

Endocrine Disturbances in Gynecologic Practice, 
Jay J. Gold 

Diagnosis of Vaginal Infection, H. Close Hessel- 
tine. 

Pelvic Tumors, A. FE. 


fenal Hypertension, 


tenal Disease, 


Pyelonephritis, 


Kanter 


Friday 
Diagnosis of Thyroid Disease, Theodore B. 
Schwartz 
Serum Phosphatases in 
William S. Hoffman 
Significance of Serum Transaminase Abnormal- 
ities, Michael West 
Amylase and Lipase Determination in the Diag- 
nosis of Pancreatic Disease, Heinrich Necheles 
Differential Diagnosis of Jaundice, Roy J. Korn 


Diagnostic Medicine, 


Mopern THERAPEUTICS 


Monday 

Treatable Strokes, Benjamin Boshes 

Rehabilitation of Strokes (Essential Measures). 
Louis B. Newman 

Surgical Management of Symptoms of Dystonia, 
Multiple Sclerosis and Cerebellar Disease, 
Irving 8S. Cooper 

Surgical Management 
Irving 8. Cooper 

Head Injuries, Eric Oldberg 

Management of the Comatose and Stuporous Pa- 
tient, Leonard Cardon 

Role of Hypnosis in Therapy, Harold Rosen 

Practical Treatment of the Chronie Alcoholic, 
John Cowen 

Tranquilizers—Uses and Abuses, Harold Rosen 

Knergizers—Uses and Abuses, T. Spinka 

Marriage Counseling by the Generalist, John P. 
Ham 


of Parkinson’s Disease, 


Tuesday 
Present Understanding of Clotting Mechanisms, 
Irving A. Friedman 





Hemophilia and Hemophilia-Like States, Ar- 
mand J. Quick 

Thrombocytopenic and Thrombastenie Purpura, 
Stanley L. Leithold 

Management of Hemorrhage from Fibrinolysis, 
John R. Tobin, Jr. 

Hyvpercoagulability, Emanuel E. Mandel 

Use of Anticoagulants, Norman B. Roberg 

Diagnosis and Therapy of Megaloblastie Anemi- 
as, Paul Heller 

Diagnosis and Therapy of Iron 
Anemias, William R. Best 

Diagnosis and Therapy of Hereditary Anemias. 
Aaron M. Josephson 

Diagnosis and Therapy of Acquired Hemolytic 
and Refractory Anemias, Robert F. Schilling 

Treatment of Polyeythemia Vera, Louis R. Li- 
marzi 


Deficiency 


Wednesday 

Modern Therapy of Heart Failure, Craig W. 
Borden. 

Modern Therapy of Bacterial Endocarditis, Paul 
S. Rhoads 

Treatment of Arrhythmias, Richard Langendorf 

Treatment of the Patient with Coronary Artery 
Disease, Clifford G. Pilz 

Treatment of Shock, William J. Grove 

Treatment of Cor Pulmonale, Aldo A. Luisada 

Surgical Therapy of Mitral Valve Disease, S. 
Allen Mackler 

Surgical Therapy of the Aorta—Aneurysms and 
Related Problems, Hushang Javid 

Surgical Therapy of Congenital Heart Disease 
(Cyanotic), Egbert H. Fell 

Surgical Therapy of Congenital Heart Disease 
( Acyanotic), Egbert H. Fell 

Selection of Adult Patients for Cardiac Surgery, 
Ormand C. Julian 

Present Status of Antibiotic Therapy, Harry F. 
Dowling 

tesistant Organisms, Alvin Somberg 


Thursday 

Present Status of Antibiotic Therapy (cont'd), 
Harry F. Dowling 

Treatment of Meningitis, Harold W. Spies 

Diagnosis and Treatment of Bacteremic Shock, 
Craig W. Borden 

Pseudo-Membraneous (Staphylococcal) 
ocolitis, Sidney Cohen 

Genetic Basis of Disease, Sheldon C. Reed 

Treatable Inborn Errors of Metabolism, Ira M. 
tosenthal 

Genetic Counseling, Sheldon C. Reed 

Therapy of Inoperable Carcinoma, David A. 
Karnofsky 

Therapy of Leukemia and Lymphoma, David A. 


Karnofsky 


Ienter- 


Friday 
Oral Hypoglycemic Agents, Morton Smith 
Treatment of Diabetic Coma, Noah B. Levin 
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Diagnosis and Treatment of Hypoglyc: nia, 
Theodore B. Schwartz 
Disturbances of Calcium Metabolism, Gera 
Williams 
Adrenal Cortical Hyperfunction, Jay J. G 
Current Status of the Treatment of Thyroid [ij 
ease, Ervin Kaplan 
The registration fee of $75 for each ce 
which includes luncheon, morning and after .oon 
refreshments, and a booklet summarizing the lee- 
tures, should be sent to the Committee on |’ost- 
graduate Education, Chicago Medical Soc ety, 
86 E. Randolph St., Chicago 1. 


Illinois GP meeting in Chicago 


The Illinois Chapter of the American Acade- 
niy of General Practice will hold its annual 
meeting at the Morrison Hotel during the week 
beginning September 26. The Congress of Dele- 
gates will gather for the first session on Monday 
afternoon and continue through Tuesday morn- 
ing. The scientific assembly, for which 10 hours 
ot Category I credit will be given, begins Tues- 
day afternoon and ends Thursday morning. ‘The 
program includes: 


TUESDAY 


Diverticulosis and Diverticulitis of the Colon, 
Charles W. Mayo, M.D., Rochester, Minn 

Management of Osteoporosis, James kK. 
M.D., Eleva, Wis 

Twenty-five Years Experience with Pancreatitis, 
J. G. Probstein, M_ D., St. Louis 

Treatment of Mongolism and Other Retardation, 
Henry Turkel, M.D., Detroit. 


Martins, 


WEDNESDAY 

More Effective Management of Herpes Zoster, Ricli- 
ard M. Oliver, M.D., Chicago. 

Emotional Aspects of Everyday Practice, William 
F. Sheeley, M.D., Washington, D.C. 

Practical Considerations in Pediatric Respiratory 
Infection Management, H. V. Kuder, M.D., Indi- 
anapolis. 

The Surgical Management of Inguinal Hernia, Leo 
M. Zimmerman, M.D., Chicago. 

Current Concepts in the Treatment of Burns, Robert 
Allison, M.D., Warrenville, III. 

Use of the Brown Dermatome, George Bordenave, 
M.D., Geneva, II. 

Pathogenesis and Treatment of Thromboembolic Dis 
ease, Eugene E. Cliffton, M.D., New York. 

Treatment of Liver Failure, Keith S. Henley, M.D., 
Ann Arbor. 

Recent Advances in the Medical Management of 
Alcoholism, Fred: E. Lawrence, M.D., Indianapolis 

\ Rational Approach to Diagnosis and Treatment 
of Vulvo-Vaginitis, Paul R. Kearns, M.D., States 
ville, N. C. 
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‘THURSDAY 


Acute Abdomen, Manuel E. Lichtenstein, M.D., 

( hicago. 

Panel Discussion: Newer Developments in the Treat- 
nt of Pulmonary Disease, Edwin R. Levine, 


\{.D., Chicago, Moderator. 


Seminar-discussion course in 
emotional disorders 


The Mental Health Committee of the Illinois 
Academy of General Practice is sponsoring its 
second annual seminar-discussion course, “Office 
Management of Emotional Disorders.” It will 
meet from 10:30 a.m. to noon on the first and 
third Wednesdays of each month from September 
1960 through June 1961 at the Lutheran Gen- 
eral Hospital, 1775 Dempster St., Park Ridge. 

The discussions will be moderated by Samuel 
Liebman, M.D., clinical assistant professor of 
psychiatry at the University of Illinois College 
of Medicine. They will cover such areas as nor- 
mal emotional development, the unique position 
of the physician in our society, interviewing 
techniques, psychotherapy, and case presentation. 
Category II postgraduate study credit may be 
earned by Academy members. 

Physicians may register now for the first por- 
tion (Sept. 7, 1960-Jan. 18, 1961), second por- 
tion (Feb. 1, 1961-June 21, 1961), or for the 
entire course by sending $30 for each portion to 
Bertram B. Moss, M.D., Chairman of the Mental 
Health Committee of the Illinois Academy of 
General Practice, 14 E. Jackson Boulevard. 
Chicago 4. Checks should be made payable to 
the I.A.G.P. 


Allergy forum 


The annual meeting of the Midwest Allergy 
Forum will be held at the Penn’Sheraton Hotel, 
Pittsburgh, October 22 and 23. The program 
will include a panel discussion on chronic urti- 
caria, drug allergy, and repository therapy in 
addition to presentations on bronchial asthma. 


International College of 
Surgeons meeting 


United States and Canadian sections of the 
International College of Surgeons and the Mani- 
toba Medical Association will hold their annual 
meetings together in Winnipeg, September 28-29 
at the Marlborough Hotel. The two-day scientific 
sessions will include addresses on jaundice, 
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plastic surgery, cancer of the throat, blood, bone 
fractures, and diseases of the esophagus. 

Among co-chairmen of the special sessions are 
Drs. John Lundy, Chicago, anesthesia; William 
J. Blackwell, Chicago, obstetrics and gynecol- 
ogy; and Edward L. Compere, Chicago, ortho- 
pedics. 

Surgeons outside of the United States and 
Canada who will attend include Prof. A. Mario 
Dogliotti of Turin, Italy, president-designate of 
the International College of Surgeons; Mr. 
Vivian Bartley Green-Armytage, England; Prof. 
José Soler-Roig, Barcelona; Prof. Bernhard 
Zondek, Jerusalem; and Mr. Patrick Wensley 


Clarkson, England. 


Symposium on clinical chemistry 


The Frank E. Bunts Educational Institute, 
affiliated with the Cleveland Clinic Foundation, 
is offering a symposium on advances in Clinical 
Chemistry Methods, November 9 through 11 in 
the North Clinic Building. 

It should afford an unusual opportunity for 
the clinical chemist and clinical chemistry labo- 
ratory supervisor to learn of the latest develop- 
ments in electrophoresis, chromatography, and 
pH. 

The registration fee of $30, except for interns 
and residents who will be admitted free by prior 
arrangement only, may be sent ‘to Education 
Secretary, The Frank E. Bunts Educational 
Institute, 2020 East 93rd St., Cleveland 6. 


Dermatological society essay 
contest 

The Chicago Dermatological Society is offer- 
ing $500 for the best unpublished essay on some 
phase of dermatology or in the fundamental 
sciences relative to a dermatologic problem. A 
second prize of $300 and a third prize of $200 
will also be awarded. The purpose of this contest 
ix to stimulate young physicians and other young 
scientists in research study on the structure, 
functions, and diseases of the skin. 

Competition is open to members and accredit- 
ed guests of the Chicago Dermatological Society 
and those scientists in the Middle Western states 
sponsored (in writing) by a member. 

Three copies of each manuscript together with 
illustrations, charts, and tables are to be sub- 
mitted to the secretary of the society not later 
than Feb. 15, 1961. 





Essays are to be judged on (1) originality of 
ideas and findings: (2) potential importance of 
the work; (3) clarity of presentation, This con- 
test is intended as an annual one, but. if no 
paper worthy of a prize is offered in any vear, 
the award may be omitted at the discretion of 
the committee. 

The results of this contest will be announced 
at the meeting of the society in March of 1961. 

Further information obtained from 
Frederick J. Szymanski, M.D., Secretary, Chi- 


cago Dermatological Society, 55 EF. 


may be 


Washington 


Sit., Chicago 2. 


Cancer symposium 

A panel symposium on “Radical Surgery for 
Cancer” will be presented by the Metropolitan 
Chicago Chapter of the American College of 
Surgeons at 8 p.m., September 22 in the John 
Bb. Murphy Memorial Auditorium, 50 KE. Erie 
St., Chicago. The moderator will be Dr. 


M. Waugh, professor of general surgery, Mayo 


John 


Foundation, Rochester. 

Panel speakers and their subjects are Dr. 
Daneley Slaughter, associate professor of sur- 
gery, University of Illinois College of Medicine, 
“Cancer of Head and Neck”; Dr. Jerome A. 
Urban, instructor in surgery, Cornell University 
Medical School, “Cancer of the Breast’; Dr. 
Peter Rosi, associate professor of surgery, North- 
western University Medical School, “Cancer of 
the Colon”; Dr. Alexander Brunschwig, clinical 
professor of surgery, Cornell University Medical 
School, “Pelvic Cancer.” A question and answer 
period will follow. 

tesidents and interns are invited. 

A dinner at Harding’s Restaurant will precede 
the meeting, and a business meeting will follow 
it. Phone number during the meeting is MOhawk 
4-4050. 


New date for medical writers’ 
meeting 

The American Medical Writers’ 
annual meeting dates have been 
November 18 and 19. The meeting will be held 


Association 
changed to 


at the Morrison Hotel in Chicago. Two panels, 
one on “Information, What It Is and How It’s 
Used,” and the other on “Modern Aids to Medi- 
cal Communication,” will make up the first day’s 
program, and the second day there will be work- 
shops on writing. 
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Medicine on postage stamps 
The United 
postage stamps of medical interest. 
One, “The American Woman” stamp, inc udes 
an arts and industry panel. The central fig: re js 


States has issued two fou, cen} 


a caduceus representing about a half m tlion 
physicians, nurses, and medical researche) 

The other is an “Employ-the-Handica) ped” 
stamp showing a man in a wheel chair operating 
a drill press. It was issued August 28 and com- 
memorates the fortieth anniversary of Federa| aid 
to the physically handicapped. 

Among other recent issues of postage si imps 
of medical philatelic interest are: 

Belgium Seven anti-tuberculosis 
show Belgian folklore festivals and peace themes, 
A 2.50cr stamp marks the fiftieth 


stamps 


Brazil 
anniversary of the discovery of the blood fluke. 
Schistosoma mansoni, by Dr. Piraja da Silva. 

Costa Rica The San Juan de Dios Hospital 
is pictured on one of a set of stamps honoring 
the 300th anniversary of the birth of St. Vincent 
de Paul. 

Czechoslovakia A 30h stamp honors the 
Red Cross. 

Germany (East) Five stamps picture me- 
dicinal plants. 

Germany (West Berlin) 
morates the fiftieth anniversary of the death of 


Dr. Robert Koch, bacteriologist. 


A stamp com- 


(iuinea (Republic) A five-value set promot- 
ing national health shows various medical and 
surgical procedures. 

Netherlands Two stamps commemorate the 
International Mental Public Health Year. One 
portrays J. L. C. Schroeder van der Kolk, anato- 
mist and psychiatrist, and the other Joseph Weir, 
Dutch humanist’ and writer on mental diseases. 

New Zealand — Two annual health stamps 
feature native birds. 

Norway — Two flower stamps have surcharges 
for the benefit of the Norwegian Women’s Public 
Health Norwegian National 
Tuberculosis Association. 

Pakistan 
centenary of the Red Cross. 

Russia — A 40k stamp marks the centenary 
of the birth of G. N. Gabrichevsky, Russian bac- 
teriologist. 

Switzerland — Four publicity stamps include 
a tribute to the international “Fight Against 


Association and 


- Two stamps commemorate the 
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The following lists all facilties where treatment for alcoholism is possibly 
offered; however only a very few of these agencies specialize in treating this 
condition. Those treating alcoholics primarily are marked with this insignia’. 


Hospitals (Exclusive of State Mental Hospitals) 


Albert Merritt Billings Hospital, Chicago 

Chicago Wesley Memorial Hospita! 

*Chicago Alcoholic Treatment Center 
(Inpatient, men only, 75 beds) 

Hinsdale Sanitarium and Hospital 

Loretto Hospital, Chicago 

Memorial Hospital of Springfield 

Mercy Hospital, Chicago 

Methodist Hospital of Central Illinois, Peoria 

Michael Reese Hospital, Chicago 

Mount Sinai Hospital, Chicago 

Passavant Memorial Hospital, Chicago 

Presbyterian-St. Luke’s Hospital, Chicago 

St. Anthony Hospital, Rock Island 

St. Francis Hospital, Peoria 

St. John’s Hospital, Springfield 

Cook County Hospital Mental Health Clinics, 
Chicago 


Private Sanitaria 


Bellevue Place, Batavia (women) 

Bellevue Place at Wooster Lake, Round Lake 
(men) 

Elmlawn Sanitarium, Rockford 

Fairview Sanitarium, Chicago 

Forest Sanitarium, Des Plaines 

Grateful House, Chicago (women) 

Keeley Institute, Dwight 

Mercyville Sanitarium, Aurora 

Neurological Hospital of Chicago 

Norbury Sanitorium, Jacksonville 

North Shore Hospital for Psychiatric Treat- 
ment and Research, Winnetka 

Pinel Sanitarium, Chicago 


Outpatient Clinics 


* Alcoholism Treatment Consultants (private 
group practice), Chicago 

Champaign County Mental Health Society, 
Urbana 

Chicago Board of Health, Mental Hygiene 
Section 

Chicago Mental Center 

Eastern Illinois Mental Health Units (Dan- 
ville, Paris, Watseka) 

Fox Valley Mental Health Center, Elgin 

Harbor Light Center, The Salvation Army 

Illinois Neuropsychiatric Institute, Chicago 

Lake County Mental Health Clinic, Wauke- 
gan 

Macon County Mental Health Clinic, Deca- 
tur 

Madison County Mental Health Center, Alton 

Mary Thompson Hospital, Mental Hygiene 
Clinic, Chicago (women) 

McLean County Mental Health Center, Nor- 
mal 

Mental Health Center of Adams County, 
Quincy 

Mental Health Center of St. Clair County, 
East St. Louis 

Mental Health Clinic of Winnebago County, 
Rockford 

Mercy Hospital Psychiatric Clinic, Chicago 

Michael Reese Hospital, Mandel Clinic, Chi- 
cago 

Mount Sinai Hospital Psychiatric Clinic, Chi- 
cago 





North Shore Mental Health Clinic, Highland 
Park 

Northwestern University Psychiatric Clinic, 
Chicago 

Regional Mental Health Clinic, Carbondale 

Peoria Mental Hygiene Clinic 

*Portal House Clinic, Chicago 

Presybterian-St. Luke's Hospital, Chicago 

Southern Illinois Mental Health Center, 
Murphysboro 

Southwest Suburban Mental Health Associ- 
ation, La Grange 

Springfield Mental Health Center 

Stickney Mental Health Center 

University of Illinois Health Service, Cham- 
paign 


*Warren Clinic, Division of Alcoholism, Chi- 
cago 


Religious Organizations in Chicago that As- 
sist the Alcoholic 


Cathedral Shelter (Father Joseph Higgins) 
207 South Ashland Ave. 

Catholic Charities (Msgr. I. McDermott or 
John Burke), 645 West Randolph St. 

Christian Industrial League (The Rev. Wil 
liam Seath or C. Morey), 28 South Sanga- 
mon St. 

Pacific Garden Mission 
646 South State St. 


Other Facilities 


Central Office of Alcoholics Anonymous, 
Fi 6-1475 

Monroe Street Court (Referee Walter Kelley 
or Henry Klein) Ca 6-8468 


Illinois Medical Journal has made no attempt to evaluate the professional 


qualification in this list of facilities. 


State institutions of Illinois have only inpatient facilities in the treatment 


of alcoholism. 


from the 
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Cancer and to the fiftieth anniversary of the 
Swiss National League for Cancer Control. 

Turkey Four postal tax stamps show a 
voman physician examining a child. 


ACP course in cancer 

The second postgraduate course of the Ameri- 
ean College of Physicians, “Cancer and the In- 
ternist.”” will be held October 10-14 in the Audi- 
ioriuin, Memorial Center, Sloan-Kettering Insti- 
tute for 144 68th St., 
New York 21. The fee for members is $60; for 
the 


Cancer’ Research, vast 


nonmembers, $80. Director for course is 
Rulon W. Rawson, M.D. 

The third course, “Hlectrocardiography,” will 
he presented November 7-11 at the University of 
Utah College of Medicine, Salt Lake City, under 
the direction of Ilans HH. Hecht, M.D. 
Scientific instrument exhibit 
latest medical 


the 


Physicians interested in’ the 


equipment wish to attend Chicago 
Apparatus Company's annual Scientific Instru- 
the Beach Hotel, 


22 and 23. Thirty-six man- 


may 
Mxhibit at Kdgewater 
Chicago, September 


ufacturers will be displaving their latest develop- 


ment 


ments in chemicals, centrifuges, automatic an- 
alyzers, spectrophotometers, and pH equipment. 
Many of these are to be shown for the first time. 


Nutrition Conference 

The annual Nutrition Conference, sponsored 
by the Illinois Nutrition Committee and the Nu- 
trition Committee of the Illinois State Medical 
Society, will be held October 7-8 beginning at 9 
am. at the Illinois State University, Normal. 
Physicians and those in allied professions inter- 
ested in nutrition are invited to attend. Dr. Wil- 
liam J. MeGanity, University of Texas at Gal- 
veston, will speak on “Prenatal Nutrition and 
Maternal Health”: Dr. Philip L. White on “Ad- 
vertising Impact on the American Diet;” Dr. 
Herman F, Meyer, Chicago, on “Infant Nutri- 
tion”; Dr. James R. Wilson, Chicago, on “Tom 
Spies, Pioneer Medical Nutritionist.” and Dr. 
George V. Turnbull, Evanston, will speak on 
“The Geriatric Patient.” 

Dr. Paul A. Dailey, Carrollton, is chaiman. 
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7) othing is so fatiguing as the eternal hanging on of an uncompleted task.—William James 





October clinics for crippled 
children scheduled 


‘Twenty-four clinics for physically handicapped 
children in Illinois have scheduled for 
October by the University of Illinois, Division 
of Services for Crippled Children. Nineteen 
general clinics will provide diagnostic orthopedic, 
pediatric, speech, and hearing examination along 
with medical, social, and nursing service. There 
will be other special clinics for children with 
cardiac conditions, rheumatic fever, and cerebral 
palsy. Any private physician may refer to or 
bring to a convenient clinic any child or children 


been 


for whom he may want examination or consulta- 
tive service. The October clinies are: 

October 5 Hinsdale, Hinsdale Sanitarium 
October 7 St. James Hospital 

October 11 East St. Louis, St. Mary’s Hospital 
October 11 Peoria, Children’s Hospital 
October 12. Champaign-Urbana, MeK inley 
Hospital 

Cairo, Public Health Building 
Springfield, St. John’s Hospital 
Evanston, St. Francis Hospital 
selleville, St. Elizabeth’s Hospital 
Danville, Lake View Hospital 
Quincy, Blessing Hospital 

Alton (Rheumatic Fever), Alton 
Memorial Hospital 

Chicago Heights, St. James Hos- 
pital 

Elmhurst (Cardiac), Memorial 
Hospital of DuPage County 
Flora, Clay County Hospital 
Rockford, St. Anthony’s Hospital 
Effingham (Rheumatic Fever), St. 
Anthony Hospital 


October 13 
October 13 
October 14 
October 18 
October 18 
October 18 
October 19 


October 19 
October 20 
October 20 


October 20 
October 25 


October 25 Peoria, Children’s Hospital 
October 26 Carrollton, First Baptist Church 
October 26 Elgin, Sherman Hospital 

October 26 Springfield p.m. (Cerebral Palsy). 


Memorial Hospital 

Bloomington a.m. (General), p.m. 
(Cerebral Palsy), St. Joseph’s Hos- 
pital 

Mt. Vernon, Masonic Temple 


~2 


October 2 


~2 


October 2 
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Cook 


Exections. The Chicago Society of Allergy 
elected the following officers for the year 1960- 
61: Drs. Bert B. Schoenkerman, Milwaukee, 
president: Charles M. Jenkins, Chicago, presi- 
dent elect, and Abe Matheson, Chicago, secre- 
tary-treasurer. 

APPONTMENT. Dr. George F. Lull, Chicago, 
has been appointed medical director for the Cook 
County Department of Public Aid. He will ad- 
minister funds totalling $2.5 million per month, 
the costs of medical care for public aid recipients. 

Dr. Lull served the Illinois State Medical 
Society from October 1959 to June 1960 as 
secretary-treasurer. He was secretary and general 
manager of the AMA from 1946-58, and assistant 
to the president during 1958. He had previously 
retired from the Army as Deputy Surgeon Gen- 
eral with the rank of Surgeon-General. 

Evectep Trustees. Dr. Raymond Firfer and 
Dr. Adam A. Niec are among five persons newly 
elected to the Board of Trustees of the Chicago 
Medical School. Both are graduates of the 
school. 

NORTHWESTERN UNIVERSITY HEALTH CEN- 
TER. Cornerstone-laying ceremonies for the new 
million-dollar Searle Hall, student health center 
on the Evanston campus of Northwestern Uni- 
versity, was held July 25. 

The two-story building was made possible by 
an $800,000 gift from John G. Searle, vice 
president of the university’s board of trustees 
and president of G. D. Searle & Co., Chicago 
medical research and pharmaceutical manufac- 
turing organization. 

Other university officials participating in the 
ceremonies were Dr. J. Roscoe Miller, university 
president, and Dr. Leona B. Yeager, director of 
the university’s student health service. 
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The health center will contain out) tient 
clinical facilities and general offices on the main 
floor and a 44-bed infirmary on the top iloor, 
The level below the main floor will coniain a 
small dining room, nurses’ lounge, special labo- 
ratory and classroom and storage space. 

The entire building will be air-conditioned, 
with radiant ceilings for both cooling and heat- 
ing. Construction is expected to be completed by 
early 1961. 

A medical library containing a collection of 
references concerning health and_ psychologic 
problems of young adults will also be housed in 
the building and will serve also as a staff con- 
ference room. The library is the gift of Dr. 
Mary M. Ray of Wilmette, director of the out- 
patient department, and Mrs. John F. Dove of 
lambard, her sister. 

UNGER RESEARCH LaABoraTORY. Dedication of 
a special research laboratory bearing the name 
of Dr. Leon Unger was held August 7 in Denver 
at the Children’s Asthma Research Institute. 
The institute is an affiliate of the free, non- 
sectarian Jewish National Home for Asthmatic 
Children. It is devoted to research in asthma 
and other allergic diseases. Dr. Unger is founder 
of the allergy clinic of the Northwestern Uni- 
versity Medical School, where he is an associate 
professor of medicine. He is also attending 
physician at Wesley Memorial Hospital. 

Honor VETERAN Starr. Thirty-five physi- 
cians who have served on the St. Francis Hos- 
pital medical staff for 25 years or longer were 
honored at a dinner given by the Sisters of St. 
Francis in July. The doctors have given their 
patients 1,157 years of service since they became 
members of the staff. All but Dr. I. H. Chilicott. 
who lives in California, attended. 

The guests included Dr. A. R. Konle, Chicago. 
the second intern at St. Francis, who joined the 
staff in 1916. Several other physicians who in- 
terned at St. Francis are still on the staff: F. L. 
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McGrath, Evanston, and W. L. Waner, Skokie, 
since 1926; P. J. Kullman, Lincolnwood; and 
F. D. O’Donnell, Wilmette, since 1930, and 
Noe! G. Shaw, Evanston, since 1932. 

Other physicians honored are B. E. Fillis, 
Evanston, and L. R. Mee, Wilmette, 1917; T. FE. 
Conley, Park Ridge, L. D. Minsk, Evanston, and 
J. T. O’Connell, Chicago, 1920; S. E. 
and Mary H. Pope of Evanston; G. H. Irwin 
and J. L. Meyer, Chicago, 1926; H. H. Conley 
and M. W. Caveney of Park Ridge, G. J. Fitz- 
gerald, the present president of the staff; EK. J. 
Hynes, and F. T. O’Connell, Sr., Evanston, J. 
J. Mussil, Skokie, and I. Perrill, Chicago, 1927. 

H. H. Engelhard, Golf, and L. A. Juhnke, 
Delavan, Wis., 1928; L. W. Mason, Winnetka, and 
Charles Pope, Evanston, 1929; L. J. Crowley, 
Evanston; R. M. Jones, and W. D. Mackenzie of 
Winnetka, 1930; F. W. Schacht, Evanston, 
1931; C. W. Rainey, Glencoe, 1932; Clarence 
Minnema, Northfield, 1933; N. F. Leckband, 
Arlington Heights, 1934; and J. C. Bremner, 
Skokie, and A. C. Ledoux, Evanston, 1935. 

Most of the doctors served in either World 
War I or World War II; several have been presi- 
dent of the staff or heads of departments and 
worked on staff committees over the years. 

GRANT FOR RESEARCH IN OPHTHALMOLOGY. 
Dr. Frank W. Newell, professor of surgery and 
chairman of the ophthalmology section, Univer- 
sity of Chicago, has received a grant of $5,000 
for research and research training in ophthal- 
mology from Research to Prevent Blindness, 
Inc., of New York. 

He is one of 11 doctors in medical schools 
throughout the country to receive such a grant. 
The organization was founded recently to support 
and stimulate research. 


srown 


Knox 

GALESBURG HosprTaAL ANNIVERSARY PRo- 
gram. The Galesburg State Research Hospital 
will observe the tenth anniversary of its estab- 
lishment this fall with a special “Symposium on 
Biological, Psychological, and Sociological Re- 
search Approaches to Psychiatric Problems,” to 
be held October 21 and 22 at the Hotel Custer 
in Galesburg. All members of the Illinois State 
Medical Society are invited. 

Contributors to the symposium include the 
following physicians: C. Knight Aldrich, Franz 
Alexander, Percival Bailey, John D. Benjamin, 
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Benjamin Boshes, Harry Garner, Roy R. Grink- 
er, Harold E. Himwich, Franz J. Kallman, 
Heinz E. Lehmann, John J. Madden, Jules H. 
Masserman, Ralph Rabinovitch, and Jay T. 
Shurley. Also Ray Birdwhistell, Harry F. Har- 
low, August B. Hollingshead, Horace W. Ma- 
goun, and Martha Vogt, all Ph.D.’s. 


Winnebago 

Roland I. Pritikin, Rockford, was awarded 
a bronze plaque by the local chapter of Lions 
International for community service for the 
needy blind and partially sighted. This is an 
honor given to nonmembers, and only rarely. 


General 


Exections. Dr. Otto L. Bettag, Chicago, was 
re-elected Regent of the College of Chest Physi- 
cians for this district, and Dr. Darrell H. 
Trumpe, Springfield, was re-elected Governor. 


Grants for research 


The Journal has been carrying news items 
of various grants from the state and Federal 
governments. One reason why these items have 
heen included is that we believe physicians are 
interested in knowing about the sources of sup- 
port. There seems to be no end to money for re- 
search purposes. We will continue these monthly 


reports. 


Plan promotion for Diabetes Week 


The American Diabetes Association is offering 
organizational, educational, and publicity mate- 
rials to county medical societies who have ap- 
pointed chairmen of Committees on diabetes for 
their Diabetes Week programs scheduled for 
November 13-19. County medical societies wish- 
ing to receive this material should have their 
committee chairman write to Louis K. Alpert, 
M.D., Chairman, Committee on Public Educa- 
tion and Detection, American Diabetes Associa- 
tion, Inc., 1 East 45th St., New York 17. 


State mental health centers get grants 

Grants from the state totaling $1,206,000 for 
the fiscal year beginning July 1, 1960, have been 
made to 28 community mental health clinics and 
other special mental services. They are made 
from state and Federal mental health funds 
assigned for the purpose and represent an in- 
crease of $162,994.19 over 1959 grants. 





Since 1953 the number of state-aided com- 
munity mental health clinics has more than 
quadrupled. Eighty per cent of the total alloca- 
tions to the community clinics are from these 
special state monies. 

More than 11,500 patients were seen last year 
in these clinics, a 10 per cent increase over the 
number served the previous year. Of these, more 
than 1,000 were patients on conditional dis- 
charge from state hospitals. 


Grants to Chicago area clinics: 
Chicago Board of Health 
Children’s Memorial Hospital 
Mary Thompson Hospital 
Mercy Hospital 
Michael Reese Hospital 
Mount Sinai Hospital 
Northwestern University 


Other clinics, their locations, and grants 
Alton, Madison County Mental 
Health Clinic 

Bloomington, McLean County Mental 
Health Center 

Champaign, Champaign County Mental 
Health Clinic 

Danville, Paris, Watseka, 
Mental Health Unit 

Decatur, Mental Health Clinic — 
County 

East St. Louis, Mental 
St. Clair County 
Elgin, Fox Valley Mental Health Clinic 
Joliet, Will County Health Department 
La Grange, Southwest Suburban Mental 
Health Clinic 

McHenry, Mental Health Center of 
McHenry County 38,7: 

Moline, Child Guidance and Mental Health 
Center of Rock Island County 50,000 

Murphysboro, Southern Illinois Mental 
Health Clinic 

Peoria, Mental Health Center of Peoria, 
Tazewell, and Woodford Counties 

Quincy, Mental Health Center of Adams 
County 

Rockford, Mental Health Clinic of Winnebago 
County 

Springfield, Mental Health Center 

Stickney Township Health District 

Waukegan, Lake County Mental Health 

Clinic 42,500 

Winnetka, North Shore Mental Health Clinic 36,000 

Additional grants totaling $114,000 for special mental 
health services went to the following agencies: 

In Chicago: Retarded Children’s Aid, Hull House, 
for day center for young retarded adults, $30,000; 
Jewish Vocational Service for rehabilitation services 
to conditionally discharged patients from state mental 


$40,000 
50,000 


55,000 
Eastern Illinois 
46,500 
Macon 
48,500 
Health Center of 
45,000 
50,000 
33,500 


30,000 
65,000 


37,750 
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hospitals, $18,000; Illinois Children’s Home and Aid 
Society for psychiatric outpatient services for ac \les- 
cents in residential program, $11,000; National Co: inej] 
of Jewish Women, The Thresholds, for a day ¢ nter 
for the mentally ill, $10,000. 

Peoria Council for Mentally Retarded Childre: for 
training program for pre-school and young adult n 
ly retarded $20,000; Illinois Department of 
Health for mental health film library, $5,000; Sov: vern 
Illinois University, Carbondale, for community pn «ntal 
health plays program, $1,450; Illinois Departme. > of 
Public Welfare for training grants and mental 
education, $18,500. 

Communities interested in grants for ‘ocal 
clinics may obtain information by writin to 
Charles R. Meeker, Administrator, Community 
Mental Health Services, 403 State Offiee Bu ild- 


ing, Springfield. 


Centralia selected for state institution 

A new institution for the mentally retarded 
in Southern Illinois is to be constructed in (en- 
tralia, in Marion County. 

It was authorized by the last General As- 
sembly. 

Twenty-two communities in 15 counties were 


surveyed in a nine-month period. Centralia was 


the unanimous choice of the study group. It is 
geographically centralized ; an established junior 
college works in close cooperation with Southern 
Illinois University; a training school for pro- 
fessional nurses is being established at St. Mary’s 
Hospital; medical staff on a consultation basis 
is available: its public schools are integrated; 
the city is an attractive one in which to live and 
the available locations meet all requirements. 
Governor Stratton revealed initial 
planning for construction of up to three similar 


has also 


institutions elsewhere in the state. 


State aids treatment centers for alcoholics 

Nine agencies engaged in the treatment and 
rehabilitation of alcoholics, as well as research 
and education about alcoholism, will share state 
grants totaling $235,400 from the Division of 
Alcoholism, a three year old unit of the Illinois 
Department of Public Welfare. Seven of the 
grantees are agencies in Chicago, where about 
175,000, or 52 per cent of the state’s 335,000 
alcoholics reside. 

Sums of $20,000 were allocated to the Chi- 
cago Committee on Alcoholism and to Chicago’s 
Alcoholic Treatment Center. The former offers 
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tre.tment to the alcoholic through Portal House, 
its outpatient clinic, drawing patients from busi- 
ness and industry. The latter is a 7%2-bed in- 
patient treatment center operated by the city 
of Chicago under the auspices of the Mayor’s 
Commission on Rehabilitation of Persons. In its 
three years of operation the center has cared 
for more than 1,300 alcoholic men in its treat- 
ment program. 

Harbor Light Center of the Salvation Army 
and the Chicago Christian Industrial League of 
the United Presbyterian Church, which work 
with skid row alcoholics, were granted $20,000 
and $12,000 respectively. 

Cathedral Shelter of the Episcopal Church 
was given $8,000. St. Leonard’s House, a “half- 
way’ house for alcoholic men just released from 
penal institutions and attempting to make their 
way back to normal life, was granted $9,450. It 
too is under the jurisdiction of the Episcopal 
Church. 

Grateful House, a six-bed home for alcoholic 
women, was allocated $4,000. This facility, also 
a transition shelter, is the only one of its kind 
in Chicago. Its main support is contributions 
from individual members ef Alcoholics Anony- 
mous, 

Four scholarship grants totaling about $9,000 
were awarded graduate students at Southern 
Illinois University for research on alcohol-re- 
lated problems to be reported in masters and 
doctoral theses. 

All of these grants are in accordance with the 
original program outlined by the Illinois Com- 
mission on the Care of Alcoholics, according to 
Dr. Otto Bettag, state welfare director. 

The alcoholism unit at Peoria State Hospital 
received $65,000 for its pilot project seeking an- 
swers to the effectiveness of the psychological 
approach in treatment and rehabilitation of a 
selected group of inpatient alchoholics. In Chi- 
cago the Warren Clinic at the Mental Health 
Centers of the Tllinois Department of Public 
Welfare was granted $29,000. This agency, too, 
is psychiatrically oriented. 

A sum of $39,000 was set aside for program 
development. 

All grants to agencies are used primarily for 
the employment of more professional personnel, 
and to increase the scope and effectiveness of 
their work. The division is particularly inter- 
ested in community projects. 
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Physician members of the board are Dr. John 
J. Madden, chairman, department of neurology 
and psychiatry, Stritch School of Medicine, 
Loyola University, and Dr. Clarence E. Boyd, 
Marion, consultant to the Veterans Administra- 
tion and Anna State Hospital. 


Illinois shares Federal research grants 
Sixty-six grants totaling $21,987,153 to help 
build and equip additional health research facil- 
ities in 55 institutions in 30 states have been ap- 
proved by the Public Health Service. 
Illinois institutions will receive grants as fol- 


lows: 
Evanston Hospital Association $66,378 
University of Illinois, Urbana 74,425 
University of Illinois, Chicago 3,750 
Loyola University 521,700 
Michael Reese Hospital and 
Medical Center 422,895 


Total $1,089,148 


Deaths 


Tuomas B. Carney*, Chicago, a graduate 
of Loyola University School of Medicine, Chi- 
cago, in 1932, died July 10, aged 54. 

Henry B. Deticate, Edwardsville, a grad- 
uate of Washington University School of Medi- 
cine, St. Louis, in 1924, died May 17, aged 61. 
He was on the staff of St. Elizabeth Hospital in 
Granite City. 

Rocer Truman Farvey*, Chicago, a grad- 
uate of College of Medicine and Surgery 
(Physio-Medical), Chicago, in 1901, died April 
23, aged 82. He was a member of the American 
Academy of General Practice, and affiliated 
with Jackson Park Hospital. 

JosEPH P. Grar*, Chicago, a graduate of 
Chicago Medical School in 1918, died July 24, 
aged 69. 

Epwarp Kenton Lockwoop*, Springfield, 
a graduate of Marion-Sims College of Medicine, 
St. Louis, in 1895, died May 13, aged 90. 

Hiram B. Youna, retired, Gurnee, a graduate 
of Rush Medical College, Chicago, in 1898, died 
July 6, aged 86. 


*Indicates member of the Illinois State Medical 
Society 
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Hanppook OF NEUROLOGICAL  DtaGNostic pedantic, stepwise procedure in learning te: 
a 


Metuops. Fletcher McDowell, M.D.. and Har- 
old C. Wolff, M.D. 34.50. Pp. 201. Baltimore, 
The Williams & Wilkins Company, 1960. 

From the combined interest and efforts of 
some 32 members of the Neurological Division 
of the department of medicine of Cornell Uni- 
versity Medical College comes this manual. It is 
the product of 28 vears of development with 
repeated revisions to include the ever-evolving 
concepts of form and function of the nervous 
system, especially as they apply to the various 
methods of examination. Neurologist. neuro- 
physiologist, neuropathologist. neuroradiologist. 
ne uro-optholmologist, neurotologist, neurosur- 
geon, neurochemist, electroencephalographer, 
and internist. each in his own fashion has con- 
tributed to this little volume in a way that 
leaves little doubt that man as a patient is view- 
ed holistically. 

There are 26 component interlinking areas be- 
ginning with titles such as: Eliciting a History: 
The Neurological Examination: Various Ad- 
junctive Laboratory Examinations; Cornell 
Medical Index: Health Questionnaire; Evalua- 
tion of a Patient in a Coma: Management of a 
Patient with Head Injury: Coma; Delirium: 
Status Epilepticus; Ventilatory Failure; and 
ending significantly with a chapter entitled “Tr- 
reducible Minimum of Information Essential to 
an Intelligent Understanding of Disease of the 
Nervous System.” 

The manual, as described by Dr. Harold G. 
Wolff, a senior author, keeps pace with the usual 
traditions of teaching in that there is orderly, 
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niques. The reader can hardly escape this orga 
ization and quickly recognizes the message. 

This is one of the best manuals in neurologi 
diagnosis now available. [t is the present finished 
product of the outgrowth of the educational 
concepts of an outstanding department in- thi 
neurologic discipline. Further revisions can be 
only minor ones, this handbook is so uniformly) 
complete. I endorse this manual as a “must” for 
anyone in the general field of neurology. 

Louis D. Boshes, M.1. 


THe Re_tvucrant SurGEON. John Kobler. $4.95. 
Pp. 359, Garden City, N.Y.. Doubleday & Com 
pany, Inc., 1960. 

An excellent book on the life and times of 
John Hunter. The author is a Saturday Evening 
Post editor who obviously spent many years ot 
research on this odd eighteenth century medical 
genius. As physicians we are acquainted with 
the Huntarian principle, so let’s demonstrate 
the quality of the book with this rather lengthy 
quote on the period rather than the man. It 
deals with William Cheselden, a talented sur 
geon who was famous for his skill at lithotomy. 
Ii was done without anesthesia, and speed was 
paramount. 

“There was no operating theater. Any room 
in the hospital might be used, even a ward full 
of other patients. Only those who could not af- 
ford to be operated on at home went to hospi- 
tals. 

“Brawny assistants bore in the patient, who 
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wore a loose nightgown. Under a window, in 
trong light, stood a table three feet high with 
ool at one end. After administering a stiff 
ight of brandy or Jaudanum, the assistants 
laid the patient face up on the table, his torso 
kept higher than his head by layers of blankets. 
‘They drew his ankles back until they touched 
buttocks and with strips of linen tied them 


hi 
to his wrists. They held his knees high and wide 
apart to expose the perineum: the area between 


the scrotum and the anus. One of the assistants 
produced a watch. 

“He dotfed his coat, rolled up his shirtsleeves, 
and lowered his massive frame onto the stool. 
In a pouch strapped to his side he carried five 
instruments a catheter, or hollow tube, some 
ten inches long; a scalpel, its edges swathed in 
linen so that only the point would cut; forceps; 
a gorget, or grooved rod, for channeling the for- 
ceps into the bladder: a threaded needle. Close 
at hand was a jar of oil and bandages. As the 
assistants tightened their grip, Cheselden  ar- 
ranged his instruments in order of their use, 

“He tried to find a word of comfort for his 
patient, and by his gentleness he robbed surgery 
of some of its horror, Occasionally, he wrought 
a miracle. Obliged once to open a child’s bladder, 
he promised him a sweetmeat if he held perfect- 
ly still and made no outery. The child never 
hudged, and as soon as it was over, claimed his 
reward, 

“Cheselden dipped the catheter in the oil to 
ensure smoother passage, and slipped it up the 
uretha, into the bladder. With the tip he probed 
for the stone. Finding it. he signaled an assist- 
ant to hold the catheter in place. He reached 
for the scalpel. Wielding it like a pen, he made 
a long, swift, vertical cut in the perineum. 
Through the incision he advanced the scalpel 
until, with his forefinger, he could feel the out- 
line of the catheter above it. With the catheter 
to guide the scalpel, he cut straight into the 
bladder, the two instruments meeting. He re- 
turned the scalpel to his pouch and manually di- 
lated the incision so that it could accommodate 
thicker instruments. He next inserted the gorget. 
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C hance favors the prepared mind.—Louis Pasteur 


The catheter, having served as guide and mark- 
er, went back into the pouch. Cheselden then 
slid the forceps along the gorget, into the blad- 
der. The instant they made contact with the 
stone he withdrew the gorget. He opened the 
forceps inside the bladder, closed them upon the 
stone and extracted it. 

“After suturing and dressing the wound, 
Cheselden examined the stone. memorizing its 
contours for future reference. He turned to the 
assistant with the watch. The assistant called 
out: “Pwo minutes, forty seconds, sir.’ 


T. R. VanDellen, M.D. 


EE LECTROCARDIOGRAPHY : PRINCIPLES AND PRAC- 
Tick, Ernest B. Zeisler, M.D. $12.50. Pp. 374. 
Illustrations. Chicago, Login Brothers, 1960. 
This new text vigorously attacks the conven- 
tional concepts of electrocardiography and = ac- 
centuates the admitted deficiencies of the Kin- 
thoven and Wilson concepts of the electropoten- 
tial field of the heart within the human body. 
The author discards pervious theoretical con- 
siderations in favor of empirical interpretation 
of clinical electrocardiography, but he repro- 
duces no actual electrocardiograms or pathologic 
observations for such empirical interpretation. 
Diagrams of various rhythm disturbances 
are good, but they are not accompanied by the 
electrocardiograms from which they were de- 
rived. The style of writing is rather complex 
and ponderous. New terminology has been add- 
ed. A fifth of the book is in the form of an ap- 
pendix devoted to geometric and trigonometric 
analyses of electropotential conduction. Refer- 
ences to opposing concepts of electrocardiography 
are thoroughly documented and constitute the 
outstanding feature of the book. 
*Electrocardiography: Principles and Prac- 
tice” will be of greatest value to the advanced 
electrocardiographer requiring a polemic to 
stimulate inquiry into the origin of his personal 
beliefs but will confuse more than educate the 


neophyte, 


William H. Wehrmacher, M.D. 










OFFICIAL BUSINESS 





House of Delegates 


THIRD SESSION 
Thursday, May 26, 1960 


The Third Session of the House of Delegates of the 
Illinois State Medical Society was reconvened at 8:15 
a.m. President O'Neill presiding. 

THE PRESIDENT: (Call to order) Wi!! the chairman 
of the Credentials Committee inform the chair as to 
whether we have a quorum? 

DR. SIBILSKY: Mr. President, we have a sufficient 
count registered and sufficient delegates certified to ac- 
count for a quorum. 

THE PRESIDENT: The next item is the roll call by 
the Secretary. Do you wish to move that this roll call 
be dispensed with and that the attendance constitute 
the roll call? (Carried) 

THE PRESIDENT: What action do you wish to take 
with regard to the minutes of the previous session? 
(Minutes adopted) 

THE PRESIDENT: We now come to the matter of 
the election of officers. 

The first officer is the President-Elect, who, this year, 
comes from downstate. The chair recognizes Dr. Willard 
Fullerton. 

DR. FULLERTON: I wish to place in nomination 
for President-Elect, Dr. Edward Hamilton. 

THE PRESIDENT: The name of Dr. Edward Hamil- 
ton has been placed in nomination for the office of 
President-Elect. (Unanimously elected) 

DR. HAMILTON: Mr. President and members of 
the House: I want to express to you my appreciation 
for election to this position. I appreciate the responsibil- 
ities that go with the honor that you have accorded me. 

Based on attending the meetings of the Illinois State 
Medical Society for more years than I care to admit, and 
twenty-five to thirty years in the House or the Council, 
I think that I am familiar with most of the problems of 
this society. I am sure that you know that I will take 
an active interest and do what I think is best at all 
times for the medical profession of Illinois and for the 
citizenry of Illinois. 

I would like to digress for just one second and con- 
gratulate the speaker and the president for the excel- 
lent manner in which he is conducting the meetings. 
This has verified an expert opinion that I have ex- 
pressed for many years, that there is no reason why we 
need a Speaker of the House when we have such won- 
derful ability as that which has been indicated by Dr. 
O'Neill. 

Again I thank you and promise you that during the 
next two years, if the flesh holds out, that the spirit 
will be willing and the only thing that I will put ahead 
of the Illinois State Medical Society is my family. 


Elections 


Officers 
(Unanimously elected) 
First Vice President — Dr. Andrew Brislan, Chicago 
Second Vice President — Dr. Clinton Swickard 
Secretary-Treasurer — Dr. Jacob E. Reisch, Springfield 
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Councilors 

Third District — Dr. J. Ernest Breed and Dr. Theo. 
LaBoy succeeding Drs. Harry J. Dooley and Ear! 
Blair 

Sixth District — Dr. 
selt 

Ninth District — Dr. Burtis E. Montgomery, succeeding 
himself 

Tenth District — Dr. 
himself 


Newton DuPuy, succeeding | 


Willard Fullerton, succeed: 
Delegates to the AMA 
(Two year terms — effective Jan. 1, 1961) 
Dr. Morris M. Kulchen, succeeding Dr. Percy Hopki: 
Dr. Leo P. A. Sweeney, succeeding himself 
Dr. Carl F. Steinhoff, succeeding himself 
Dr. Harry Mantz, succeeding himself 
Dr. Burtis E. Montgomery, succeeding himself 
Alternate Delegates to the AMA 
(Two year terms — effective Jan. 1, 1961) 
Dr. H. Close Hesseltine, succeeding Dr. Maurice M 
Hoeltgen 
Dr. R. C. Oldfield, succeeding Dr. Allison L. Burdick 
Dr. Norris J. Heckel, succeeding himself 
Dr. Paul Dailey 
Dr. Lester S. Reavley, succeeding himself 


Standing Committees 

Grievance Committee: Dr. Percy Hopkins and Dr 
Victor V. Rockey (Three year terms) 

Committee on Medical Education and Hospitals: Dr 
Kenneth C. Johnston, Dr. Ward Eastman and Dr 
George F. O'Brien (One year terms) 

Medico Legal Committee: Dr. George C. Turner and 
Dr. Charles Allison (Three year terms) 

Committee on Medical Testimony: Dr. Leo P. A 
Sweeney and Dr. Harry D. Nesmith (Four year terms) 

Committee on Pre-payment Plans and Organizations 
Dr. E. Lee Strohl (Three year term) 

Committee on Medical Benevolence: Dr. F. M. Nichol 
son (Three year term) 


DR. FULLERTON: In connection with the District 
Constitutional Committees, of which there are three for 
each district and the members of which are selected by the 
respective district councilors, were approved by the district 
caucuses last night and I therefore move their election by 
this House. (Carried) 

THE PRESIDENT: The next item on the agenda has 
to do with the fixing of a per capita assessment for 1961 
The chair now recognizes the Chairman of the Council, 
who usually makes the recommendation, Dr. Montgomery 

DR. MONTGOMERY: You have in your hands a pro- 
posed budget for the Illinois State Medical Society for 
the period May 1, 1960 to April 30, 1961, which is the 
ensuing fiscal year. 


You will note there are certain items on here which 
are non-recurring expenses, which have occurred during 
the reorganizational program and which will not be in a 
subsequent budget. You will notice that these items have 
been projected and then extracted. This leaves an estimated 
annual deficit, at the rate we are now going, of $214,900. 

At the meeting yesterday this House passed the recom- 
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men ation of the Reference Committee that the dues be 
assined according to the need. After consultation with 
Mr. Richards, our Executive Administrator, and the Coun- 
cil, as well as all of those people who have to do with 
the estimation of the amount of money needed to do a 
goo job in this organization, we set up the budget as you 
have it here. 

am sorry that we cannot give you too much of a de- 
tailed report with respect to these things but then I can 
assure you that these are fairly close estimates. 

Next year we hope to have before this House when 
it meets a complete itemized suggested budget and I hope 
that you will bear with us during this process of change 
so that we can actually get the show on the road and do 
the job as it should be done. 

It is the recommendation of the Council to this House 
that the dues be raised this year an additional $30. 

I so move. (Seconded ) 

tHE PRESIDENT: It has been moved and seconded 
that the dues this year be raised $30. Is there any discus- 
sion? 

DR. MONTGOMERY: I will try to explain that. That 
would make the total state dues $80, twenty of which goes 
to the American Educational Fund of the A.M.A. 

Now, in this state we have approximately nine thousand 
dues-paying members, although our roll states that we have 
somewhat over ten thousand registered doctors. Of course, 
there are many of those who are not dues-paying members. 
If you figure the deficit that has been estimated here, you 
can see that it is going to take a certain increase in dues 

I have dues figures from all the states in the union 
and the most comparable state to us is Pennsylvania 
Pennsylvania at the present time has a dues structure of 
$60, which is alloted to the state society for the carrying 
on of its work. Out of that, there is one three-dollar item 
that goes to Benevolence and another three-dollar item 
that goes to the Educational Fund; this leaves Pennsylvania 
$54 on which to operate its society. 

There are 38 employees in the state society, including 
all of the field officers. If you want some information as 
to the reorganization in that state, I can say to you that 
they have gone through the same process that we are 
going through now but it happened to them about 10 
years ago. 

Now, taking $20 from the $80, this would leave an 
operating expense for our society of $60. Two dollars of 
this goes to benevolence, leaving $58 per member of 
operating expense. 

If there are any questions, we have Mr. Richards, our 
legal counsel and others here who I am sure will do their 
best to answer them. 

THE PRESIDENT: Before calling for discussion, I 
would like to request that you stick to the discussion on 
the motion, which has to do with increasing the dues to 
$30 this year. 

DR. HEERENS: I wish to state, first of all, that I am 
quite anxious that the House of Delegates support the 
new program with Mr. Richards heading it. I have known 
Mr. Richards for a number of years through his public 
relations efforts and also while he was state secretary in 
Pennsylvania. 

Of course, when I go back to my county medical society, 
mention our new program and then also the fact that 
we are going to get hit with an increase, I don't know 
what will happen. We already are paying a total of $170. 
This will mean that each member of our society will pay a 
total of $200 per year. 

Now, in figuring the $30, this produces $276,000. 
Further, the deficit for this year, which includes purchas- 
ing $39,000 of this capital equipment, which will not 
recur, produces a deficit of $254,400. This means that 
there is approximately $20,000 that is not accounted for 
in the budget. 

Secondly, with the projected annual deficit of $214,900, 
with the non-recurring expenses eliminated, we find that 
this $276,000 as an annual gimmick would produce about 
$60,000 in excess. 

I am certainly for supporting Richards and his program 
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but I am against anticipating excesses over income on a 
basis like this. 

I would certainly like to see this modified. I will not 
make a motion but I would like to see the AMEF fund 
suspended temporarily, until we can get our organization 
going, and use this $20 to supply part of the money that 
Bob Richards needs to provide one of the bulwarks 
against socialized medicine. I think that we deserve this 
after a period of years of having a compulsory tax to 
support the medical schools. 

I would prefer that this $20 be used to support the 
program that we want and which we need in Illinois so 
badly and perhaps it could be put on the statement as a 
voluntary contribution. 

Therefore, I would merely like to make that suggestion, 
sir. 

DR. SAXON: I certainly agree with the previous 
speaker that the tax, insofar as our state society is con- 
cerned, should probably be on the basis of actual need 
rather than be accumulative and sit in our treasury. We do 
not want to run short of meeting the requirements of our 
program but, if I am led to believe properly, we are going 
to incur not just $30 worth of expense—there will be a 
good deal of additional expense in attacking a socialized 
medical program on a more forceful basis. I dare say that 
when the program gets in full swing the tax probably 
will again have to be increased or an additional tax col- 
lected by the society. 

The availability of funds to be used for political pur- 
poses, whether they are collected directly by the society 
or some society sponsored organization, must also be 
considered. 

I would propose and I would agree that even though 
our medical schools are always in need of money, that 
I have never seen a medical school in all my years of 
learning that has ever gone poorly endowed. I am sure 
that there is need but I think that the contributions that 
medicine itself makes are probably minimal to the en- 
dowments that are made to teaching institutions. 

I think that we should shim down our expenses be- 
cause of the dire need for conserving the practice of medi- 
cine for those who would practice medicine in its best 
manner. 

DR. WHITING: I would like to speak in favor of 
the proposed increase in dues to finance the organization. 

First of all, with reference to the suggestion that the 
donation to the AMEF he used for expenses of the Society. 
I recall with considerable pain the difficulty which was 
incurred in initiating this program in this House about 
eight years ago. I recall also that for several years after 
that, in reference committee, Winnebago County was in 
opposition to the continuance of the donation to the 
AMEF. 

It strikes me that the doctors of medicine who make 
up the Illinois State Medical Society are as well able to 
contribute to the expenses of their operation as are those 
men who make significant contributions to union funds 
throughout each year. 

Although I recognize the fact that the dues of the 
society are of significant size, at the same time I also 
feel that it is our obligation to support all of the activi- 
ties of our state society and to promote its efforts to be 
effective as representing doctors of medicine in this state. 

Although it is true that there may be some increased 
needs in the future, a careful evaluation of the budget as 
it has been presented would indicate that the amount of 
money requested is not necessarily large. Even though I 
also will go back to my countv society with some fear, I 
do feel personally that the additional increase of $30 is 
desirable for this state society. 

THE PRESIDENT: May the chair just impart this 
information impartially: vou understand, of course, that an 
increase in dues would be effective on January 1, 1961 
and that this is Mav of 1960. 

DR. BORNEMEIER: I would like to speak a word or 
two about the $20 donation for the American Medical Ed- 
ucation Foundation. The Medical Society of the State of 
Illinois has been held in very high esteem all across the 
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country because we initiated the strong support to a 
voluntary fund to the medical school. I have no idea 
how much pressure has been brought upon medical schools 
to accept federal aid and accept federal subsidies, but then 
the $20 that Illinois has contributed and the following 
suit of many of the other states throughout the country 
has been one of the most tremendous things keeping the 
medical schools free. 

I firmly believe that the doctor of medicine can cer- 
tainly pay $20 a year to support the medical schools, which 
is the place where we learn the practice of medicine and 
I think, if at all possible, that it should not be dropped. 

I think that Illinois has held its head high for a great 
many years because we have been the leader in the field to 
contribute to A.M.E.F. 

DR. VAUGHN: I feel likewise, that we can all afford 
to keep up this AMEF donation. It has been a great thing. 
Our medical schools are in trouble and this helps out the 
medical schools to a very large extent. The money that 
you give will be earmarked for a medical school 

I know that we would all like to see our medical school 
kept going and so I think that it would be a mistake for 
us to discontinue this contribution at this time. 

DR. BELL: I was on the committee last year which 
recommended higher dues. I think that this probably will 
take more than we think it will. I would rather go back 
to my medical society and ask for one raise rather than 
three successive raises. I think that any hampering program 
will be detrimental to the welfare of every doctor in this 
state 

I would also like to add that if the individual members 
in this state had a real individual interest in the society 
that they would pay more attention to its activities. 

DR. ACKLEY: I would like to say that not only should 
the budget be supported but in addition, we should con- 
tribute something to the legislative program of the state 
It seems as though we could probably make an additional 
increase this year and also probably next year to take care 
of the matter 

DR. SWEENEY: I have broken this down so that I 
can understand it a little better and I find that if I worked 
two hundred days a year that $20 would amount to ten 
cents a day, and $30 to fifteen cents a day 

DR. CALLAHAN: I would like to speak for the down- 
state point—that our citizens here in Chicago and, I think. 
downstate referred to only part of what our contribution 
to the educational fund is doing. We think in terms of 
those funds going to the schools from which we received 
our education. 

I would also like to call your attention to the continuing 
education which comes to us all the time in that our es- 
sential medical research is sending us the tools that you 
and I are using in our everyday work, and which is con- 
tributing both to your and my benefit in connection with 
dealing with our patients. 

I think that all you need do is to think over the three 
outstanding reports that came to you yesterday in connec- 
tion with the help of your patients today. 

Therefore, I speak for the retention of our educational 
funds. 

DR. GIBBS: I would also like to speak in favor of the 
raise in dues because I know that much of it is also being 
put into channels to fight the enemies of medicine. 

DR. HOPKINS: I would like to make the observation 
that this House of Delegates, as well as the A.M.A., has 
repeatedly made the announcement and demonstrated its 
willingness to support the philosophy of voluntary con- 
tribution to the medical schools as a means of obviating 
the need for federal grants. 

I think that it could be interpreted in some circles, if 
this support were withdrawn and this policy changed, as 
a falling way from our position which we have previously 
adopted and previously carried on through the years. 

I would point out another thing—that one should make 
comparisons so far as actual dues are concerned. The 
amount of money that we are paying now, in our effort 
to stay alive in the free enterprise system with the private 
practice of medicine, is insignificant when compared to 
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the dues that some people who are anxious to exterm: 
us are paying. 

Therefore, I would like to speak in favor of this mot 

DR. HEERENS: My discussion merely had to do 
raising some alternatives and it appears that the sens 
this group is one of supporting the dues increase. We 
certainly in favor of the new look in the Illinois ‘ 
Medical Society and hope that greater efficiency and p 
ress will result. 

Mr. Chairman, I would like to move that we set $3 
the dues raise for the next year. (Seconded) 

THE PRESIDENT: Wait a moment now. We. ex 
to give you plenty of time for discussion. However, if 
are ready for the question, then you make a motior 
close debate on the matter. 

DR. SAXON: I would like to have one item clea 
I have reference to Dr. Fowler's suggestion as of yeste: 
relevant to an organization for the purpose of combat 
socialism. I don’t know what the legal status of this w« 

but in —s with Dr. Fowler, he pointed out ! 
California adds an additional ten dollars to its dues 
be designated for this particular fund. I believe that leg: 
money collected by way of dues to the state society can: 
be used for such a purpose. If I am wrong, I would | 
to be corrected. 

On the other hand, if this is true, I would like to pro- 
pose that to initiate more actively this program, we ad 
a separate item to whatever figure the House may see fit, 
be collected specifically and designated for this other arm 
of the state society. 

THE PRESIDENT: 
further discussion ? 

DR. PAUL W. 
(Seconded ) 

THE PRESIDENT: It has been moved 
that we pose the question. (motion carried) 

THE PRESIDENT: We are now going to vote on 
the motion to increase the dues to thirty dollars. (Carried) 

THE PRESIDENT: May the chair express a personal 
viewpoint by saying that I am proud of the evidence of 
profound thinking which has been expressed by this House 
this morning. You have realized something that was neces- 
sary and you have taken step to implement it. It is an 
honor to be the head of this House on this occasion and 
I want you to know it. 

We will now return to the item of awarding of the 
awards fer the scientific portion of the program and the 
chair will recognize Dr. Mason in this connection. 

(The awards in connection with the scientific program 
were then read by Dr. Mason.) 


That is not a motion. Is there ; 


SUNDERLAND: I move the question 


and seconded 


Awards 
A. For Original Work 
Gold Medal: Title: The Crico-Arytenoid Joint 
Exhibitors: Hans von Leden and Paul Moore 
Silver Medal: Title: The Repair of Tissue Deficient 
Hernias by Aortic Implants 
Exhibitor: Samuel J. Fogelson and Roy G. Cooksey 
Bronze Medal: None 
B. Educational Value 
Gold Medal: Title: The Conduction System in Cardiac 
Surgery 
Exhibitors: Maurice Lev, William L. Riker, Arthur 
De Boer, Thomas Baffes and W. J. Potts 
Silver Medal: Title: Effective Control of Toxemia 
Exhibitors: Herbert E. Schmitz, Michael P. MacLaver- 
ty and Robert S. Pavlic 
Bronze Medal: Title: Cholangiography—Operative and 
Postoperative 
Exhibitors: Karl A. Meyer, Peter A. Rose, Nicholas 
J. Capos and Joseph J. Litschgi 
Bronze Medal: Title: Hydatidiform Mole and Chorio 
epithelioma 
Exhibitors: Frederick H. Fall and Charlotte S. Holt 
Bronze Medal: Title: Leiomyoma Leiomyosarcoma oi! 
the Gastro-Intestinal Tract 
Exhibitors: Hildegarde Schorsch and HyHyun Byun 
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HE PRESIDENT: At this time I am going to call on 
D: Callahan to present a communication that he would 
like to read to the House. 
R. CALLAHAN: I have a letter addressed to me, 
which I should like to read, as follows: 
Dear Dr. Callahan: 
{hrough you as Chairman of the Chicago Section of 
United States Committee of The World Medical 
Association, I should like to extend to your state 
association the greetings and best wishes of The 
World Medical Association and its United States 
Committee for a most successful and profitable meet- 


he World Medical Association needs the support 

every American physician in its struggle to main 

tain high standards in medicine and to protect the 

cedom of medical practice, both of which are 
eatened all over the world 

Sincerely 

Louis H 


Secretary-" 


yours 
Bauer, M.D 
Treasurer 

fo that is also appended an invitation to attend the 
14th General Assembly which we note is being held in 
West Berlin. Germany on September 15-22, 1960 

THE PRESIDENT: This requires no action by the 
House 

Dr. Cannady has an emergency resolution which he 
vould like to present and which can probably be approved 
without reference 

DR CANNADY: WHEREAS: There are pending in the 
National Congress many and varied proposals for health 
care of the aged, including the Forand Bill, the Jeb 
Formula, the Administration proposal and the McNamara 
Retired Medical Insurance Act, and 

WHEREAS: All of these proposals present revolutionary 
changes, are tremendously expensive, extremely com plicated 
and poorly understood by and especially the respective 
beneficiaries, and 

WHEREAS: Of all the proposals, only the Forand Bill 
has had a public hearing wherein Congress has provided 
by legislation a means for factual study of all problems 
of the aged through the mechanism of the W _ House 
Conference on Problems of Aging and Aged, to be held 
in January, 1961, now 

THEREFORE BE IT RESOLVED: That the Illinois State 
Medical Society petition the Congress to defer legislative 
action on the proposals for health care of the aged until 
a thorough investigation and proper consideration of all 
facts have been completed, and 

BE IT FURTHER RESOLVED: That a copy of this resolu- 
tion be forwarded to the Honorable Everitt Dirkson and 
the Honorable Paul Douglas, members of the Senate; to 
each of the Illinois Congressmen and to each member of 
the House Ways and Means Committee. 

I would like to add the suggestion that if this is adopted 
that it be immediately telegraphed to Congressman Mills, 
Chairman of the House Ways and Means Committee, and 
to the two Congressmen from Illinois on the committee. 

I move that this resolution be adopted without reference. 
( Adopted ) 

THE PRESIDENT: Dr. Breed 
would like to make to the House. 

DR. BREED: This matter i¢ really a problem for the 
Chicago Medical Society but as we are all friends and as 
it may in some way affect or be of interest to you, we 
would like to present it to you. 

At the May meeting of the Chicago Medical Society, 
Council permission was granted the Chairman of the 
Committee on New Home for the Chicago Medical Society 
to bring before the Illinois State Medical Society House of 
Delegates a brief summary of our plans as they may 
possibly concern the Illinois State Medical Society. 

Let me state at the onset that the New Home is not 
a refuge for aged physicians, but is an office building for 
the Society. It is logical that a medical society of 6500 
members should have its own up-to-date building, partic- 
ularly when that society is located in a large city contain- 


has a statement that he 


for September, 1960 


ing five medical schools, the main office of the A.M.A. 
and the national offices of many satellite societies. 

This project has been the dream of the Chicago Medical 
Society for many years. About a decade ago, plans were 
made, land was secured from the West Side Medical 
Center and cleared for us but the plan was finally aban- 
doned and the land turned back to the commission. 

Medical societies must assume a greater role in civic 
affairs, in legislation, in politics and in shaping the com- 
ing changes in medical distribution. To fail to take our 
place at the planning table would permit strong groups 
with special interests to sacrifice the good of the masses 
for their own ends to say nothing of reducing the medical 
profession to the status of menial employees of the state. 

The Illinois State Medical Society, in the past year, has 
made tremendous advance preparing to assume these re- 
sponsibilities at the state level. They have employed 
trained personnel in key areas and have obtained a new 
large office. These costs are expensive and are destined to 
increase. 

Looking forward, we must plan for the distant as well 
as the immediate future. It is easy to see great increase 
in activity and expense for the Chicago Medical Society. 
The possible magnitude of this increased cost is disturbing 
when one realizes that the Illinois State Medical Society 
increase this year over last will be in the neighborhood of 

$200,000. It is believed considerable savings will be made 
if we obtain our own building which we may operate tax 
tree. This would enable us to escape the corporate tax, 
as well as real estate tax, interests and profits which we 
must pay when renting space in a loop building. 

We are considering either building or taking over a 
building in the mile square West Side Medical*Center. In 
the Center are three medical schools, Cook County Hos- 
pital, Presbyterian-St. Luke’s Hospital, the University of 
Illinois Research Hospital and other smaller hospitals 
and medical buildings. This area is destined to be one of 
the greatest medical centers in the world. 
and lies between 
Expressway on the west 
The r Stat, Expressway is 


The lot offered to us is 150’ by 291’ 
Harrison Street and Congress 
side of Ashland Boulevard. 
connected to a system of expressways that fan out over 


the entire city, of which are still. under construction. 
It is easier to reach this site by car than to drive into the 
loop. The space is five minutes from the loop by cab or 
subway. The square mile east of the Medical Center, 
bounded by Ashland Boulevard and Halsted Street and by 
Roosevelt Road and Congress Expressway, is to be razed 
and high-rise apartment buildings are to be built. Across 
Ashland Boulevard from the proposed lot a large, modern 
motel is to be built 

On the north half of the proposed lot facing the ex- 
pressway is a three-story, reinforced concrete building 
containing in all 42,000 square feet. This building could 

easily be made over into an attractive professional build- 
ing. Possibilities for division of the space include offices 
for the Chicago Medical Society, 7500 square feet; meeting 
hall, 7500 square feet; library, 7500 square feet; a common 
mailing room of about 1,000 square feet; and a kitchen, 
small dining room, halls, washrooms and space for other 
medical groups. We are hopeful that we might also obtain 
the medical part of the John Crerar Library for the library 
space. 

To fulfill this plan requires several steps. 

First, the lot must be condemned and then the state 
legislature must vote money to purchase the lot and 
buildings; then the old buildings on the south end of the 
lot must be torn down and finally the property turned 
over to us. After this we must then make all alterations. 

The name of the building perhaps would be “The 
Medical Societies Building” 

We would anticipate that many of the satellite societies 
would be interested. In fact, I have talked to a number of 
them and I know they would be interested in taking space 
from us, particularly since the rent would be one-half 
of what they pay in the Loop. 

Now, we hesitate to take over 


a building of 42,000 
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square feet unless there is some possibility that the Illinois 
State Medical Society may consider taking space from us. 
We believe a great deal of money could be saved by the 
ISMS if it did this, as the rent could be cut in half and 
much could be saved in the mailing room. The motel 
across the street would provide convenient housing for 
those who come from out of town. 

If you believe that this plan should be given further 
consideration by the ISMS, I would suggest that a com- 
mittee be appointed to meet with our CMS New Home 
Committee to investigate the possibilities and be instructed 
to make a report to the ISMS Council. 

DR. HARRY MANTZ: I would like to speak in favor 
of the suggestion that Dr. Breed has made. It seems to 
me to be only good sense. We have decided to have our 
office here in Chicago, to make a type of plan for a 
permanent home. This is going to involve many years of 
thinking and planning on our part. 

I certainly, as a downstate man, feel that we can live 
in the same building with the Chicago Medical Society 
without any difficulty at all. 

I think that the planning should start now and therefore 
move that the President of the Illinois State Medical 
Society appoint a committee some time in the near future 
to consider this proposal. (Seconded) 

DR. WHITE: I just want to inform you that this is not 
at all a new idea. I was a member of the Ad Hoc commit- 
tee that was to choose a location after Chicago had been 
selected as the place to have our headquarters. Dr. Lull 
and Dr. Sweeney were also involved. 

We made several trips and spent several days looking 
for a location. I inspected the location which has been 
described. -I think it would cost a lot of money. Of course, 
when you talk about saving money, I really wonder how 
much you would save because you do have such things as 
upkeep and taxes. 

As a downstate man I would like to say that never was 
I treated any better by an society than I have been by 
Chicago Medical Society and I have some of my best 
friends in Chicago. In spite of that, I vetoed the idea of 
having the Chicago Medical Society as a part of the build- 
ing or part of the State Society. The reason for that was 
that there is no more reason, as I see it, why we should 
come up here and closely associate ourselves with Chicago, 
than you should come to Kewaunee and associate your- 
selves with Henry County. It was for that reason that I 
thought we should be separate. 

However, I was only one. Fortunately, the committee 
concurred in the idea that we should be separate. 

I do not see that we would save the money that has 
been suggested when you consider the money you have 
to raise to build the building and then to maintain it later. 

I like the idea in a way—TI surely do—and I have no 
quarrel with Dr. Breed or his proposal. However, I do not 
believe that this is what we are presently ready to do. I 
personally believe that we are pretty well located where 
we are. 

I want you to know that this location, along with pos- 
sibly some thirty-five others, were considered. We did not 
take the most expensive location nor did we take the 
cheapest and there wasn’t much difference between the 
cheapest and the one we got, which we think is an excel- 
lent location. 

I give you this as a matter of information and also that 
you may use it in connection with your judgment as to 
what to decide to do. 

THE PRESIDENT: Dr. Breed, it is the position of the 
chair that we should not take too much time from the 
business of the House to discuss something which is so 
far distant. 

DR. BREED: Of course, we have to think of the 
future because anything of this sort has to be projected 
for fifty years, I would say. 

I would also like to thank Dr. White for his statements. 
I am not trying to sell this to you at all. However, to my 
way of thinking it is a very significant thing and all that 
we are asking is that we get some sort of idea as to what 
we are to do. We have the committee and we have to come 
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up with some answers in Chicago. We cannot com 
with some of them unless we know your feeling. 

I might add that the building would be comp! 
built and financed by the Chicago Medical Society a 
is not going to be too difficult to take the building . 
This is a building of some 42,000 square feet and we 
take it over without help from the state society. It is 
a matter of whether or not it would be advisable fo 
to be together. 

I did not even move that a committee be appointe 
this body. What I asked for at this time was just a « 
tive from you and then someone else made that mo 
Of course, we will be happy to sit down with your 
mittee and we may decide that the ideas of Dr. \ 
will prevail. However, we simply want to know 
we stand. We are not trying to sell you a thing. 

DR. G. H. MUNDT: I should like to speak on 
because I think that it is a very great problem. 

In the first place, 25 or 30 years ago, the Chicago Medi- 
cal Society took on a building and we lost it. I happ« 
to have been President of the Illinois State Medical So 
at that time and I put in quite a little bit of money 
course, I am not trying to bring out the fact that I ; 
worried over the loss of the money but, rather, that 
have tried this thing. 

I have said to numerous people that they should Jook 
at the building the New York State Medical Society 
erected and then decide whether they want us to do that 
thing. Neighborhoods change, and there are many other 
things that change. 

What I would like to stress is that you should take 
warning and see what has happened in other organizations 
and I think that you will then be able to see what we 
should do. Please consider this matter very carefully. I have 
a very high regard for Dr. Breed and I have every con- 
fidence in him. However, think three times before you 
move once. 

THE PRESIDENT: The motion before the House is 
that the President of the Illinois State Medical Society ap- 
point a committee to look into this matter. (Carried) 

THE PRESIDENT: We shall now return to the Ref- 
erence Committee reports which were considered at the 
second meeting of the House of Delegates 


Reference Committee on Reports of 
Council Committees, No. 1. 
Dr. Julius M. Kowalski, Chairman. 

Your Reference Committee on Reports of Council 
Committees met in executive session following the open 
hearings held Tuesday, May 24, 1960, in Room 108, 
Sherman Hotel, Chicago, Illinois and reports to you as 
follows on the work of these advisory committees for the 
year 1959-1960: 

(1) The Committee reviewed the report of the Depend- 
ent Medical Care Program Committee and wishes to com- 
ment as follows: 

There was considerable discussion by Committee mem- 
bers and from interested persons in the gallery. Points 
of interest are as follows: 

(a) Attention should again be called to the fact that 
the Medicare program for dependents of uniformed 
personnel was curtailed on October 1, 1958. It will be 
recalled that the Council of the Illinois State Medical 
Society renewed its contract under protest, due to certain 
restrictions. The program has now ene revised and most 
of these restrictions rescinded as of January 1, 1960. More 
emphasis should be placed on the fact that the dependent 
medical care program is a $15.00 deductible plan and the 
recipients should be informed as to this facet of the plan 

(b) Dr. Percy E. Hopkins emphasized the fact that no 
definite fee schedule is set up for this plan, other than the 
usual fee in the community. In cases of unusual fees, the 
physician concerned may take this up with the Committee 
at the state level, and Dr. Hopkins further states that in 
every case where such a fee has been justified, it has been 
allowed. 
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Dr. Hopkins further brought out the fact that these 

considered and recommendations are made by 
rs of the medical profession and not by lay persons. 
This Committee approves the annual report of the Ad- 
Committee on Dependent Medical Care Program. 
move the adoption of this portion of the report. 
(Ad ted) 

2 the Committee reviewed the report of the Illinois 
Public Aid Commission and wishes to comment as follows: 
‘This committee is to be commended for its efforts to 
it good medical care is available to recipients of 


see 

public aid and that physicians’ fees were increased slightly 
this year, in spite of the veto of annexed legislation de- 
signed to provide such increase. Fees for office calls were 
raised te $3.00 from $2.00, house calls are now $4.50 and 
night calls $6.00. The committee heard testimony from 


Drs. |. W. Compton and Fr. Lehr that physicians’ fees 
are still too low, particularly in such categories as obstetri- 
cal care and anestnesiology. Dr. E. A. Holmblad, the 
Medical Director of the Hlinois Public Aid Commission, 
explained that negotiations have been under way for nine 
months in this regard. He also stressed that his office 
preferred to issue as few directives as possible, avoiding a 
dictatorial attitude, and encouraged the handling of medi- 
cal and administrative problems at the local or county 
level as much as possible. Such local committees can ex- 
plain the allowed or customary charges and procedures 
to their colleagues. 

The Reference Committee was impressed with the 
Advisory Committee's report and its work, and with Dr. 
Holmblad in his sympathetic and interested understanding 
of the entire problem, including the interest of the public 
and the physicians. 

This Committee approves the annual report of the 
Illinois Public Aid Commission. I move the adoption of 
this portion of the report. (Adopted) 

4. The committee reviewed the sub-committee report 
of the American Legion (Illinois Division) and wishes to 
comment as follows: 

The report disclosed that the committee found no ‘need 
for a meeting last year and your Reference Committee 
recommends the acceptance of this report. (Accepted) 

5. The committee reviewed the report of the sub-com- 
mittee on Civil Defense and wishes to comment as follows: 

Pamphlets were prepared and distributed by the Federal 
Civil Defense Administration and were helpful to state 
committees and physicians working with directors of civil 
defense in various counties, in explaining policies and 
participation in preparations. 

Several members of the committee attended the Sixth 
Regional Meeting of the A.M.A. Committee on Disaster 
Medical Care in Chicago and the 10th Congress of the 
County Medical Societies’ Civil Defense. Rural communi- 
ties removed from target areas will certainly be involved 
in these problems in the event of a thermal nuclear war. 

The State Department of Public Health is definitely 
established as important in civil defense and disaster 
planning in relation to other agencies. In its Bureau of 
Hospitals, the State Department of Health has an Illinois 
State Plan for the Pre-positioning of Civil Defense Emer- 
gency Hospitals. Fourteen are already in existence and 102 
are on the program list. 

A summary of requirements of food and drink suf- 
ficient for a family of five for a two weeks’ stay in a 
bomb shelter has been prepared by a member of this 
committee. Copies have been widely circulated. 

A small but well disciplined and informed group of 
Illinois doctors called “The Flying Physicians’’ can 
activated quickly for help in civil detense. 

Although activities in the various county and branch 
societies of the state are improved over those of a year 
ago, continued development is necessary. A strong, well 
trained, national civil defense is an active deterrent 
against thermal nuclear blackmail. 

The committee approves the report of the Sub-committee 
on Civil Defense. I move the adoption of this portion 
of the report. (Adopted) 
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6. The committee reviewed the report of the Coroner's 
Committee and wishes to comment as follows: 

It is the opinion of your Reference Committee that the 
Coroner's Committee, under the able chairmanship of Dr. 
Edwin E. Hirsch, has done an important and excellent 
job in the part it has played to improve the quality of 
work of this all-important office. The Illinois State Medi- 
cal Society can look with pride upon the excellent progress 
that has been made, in spite of recent apparent set backs. 
This committee deserves our congratulations. 

This committee approves the annual report of the 
Coroner's Committee. I move the adoption of this portion 
of the report. (Adopted) 

7. The committee reviewed the report of the Sub-com- 
mittee on Selective Service and wishes to comment as 
follows: 

This report was read with interest and cognizance was 
taken of the death of a valuable and dedicated member of 
the committee for many years, Dr. Roland R. Cross, Illinois 
Director of Public Health, whose tempered judgment, 
wise counsel and ever helping hand will be sorrowfully 
missed. 

This committee approves the report of the Sub- 
Committee on Selective Service. I move the adoption 
of this portion of the report. (Adopted) 

8. The Committee reviewed the report of the Sub- 
Committee on Veterans Administration. We wish to 
comment as follows: 

Emphasis was placed by the committee on continued 
adequate care for all service-connected disabilities and 
for all cases involving financial need whether service- 
connected or not. 

In certain situations wherein it would impose a hard- 
ship on a veteran to travel to a distant veterans facility 
for care, that individual, we feel, should have the right 
to choose care from a private physician in a private 
facility at federal expense. 

At the committee hearings it was brought to our 
attention that at times a doctor was confronted with the 
situation wherein he, in attempting to hospitalize a 
veteran, was refused admittance by a veterans hospital, 
only to have that patient admitted to the same facility 
following a phone call from a lobbying group, such as 
a veterans organization. 

Realizing full well that pressure groups will always 
be interfering with the orderly management of medical 
problems best understood only by the medical profes- 
sion, we wish to express our disapproval of such actions 
and feel that this should be brought to the attention of 
the sub-committee on Veterans Administration. 

This committee approves the report of the Sub- 
committee on Veterans Administration. I move the 
adoption of this portion of the report. (Adopted) 

9. The committee reviewed the report of the Ad- 
visory Committee to the Woman’s Auxiliary and wishes 
to comment as follows: 

The state officers of the Woman's Auxiliary and 
those of the component county auxiliaries have been 
untiring in their efforts to continue the development of 
an enthusiastic and financially self-sustaining organiza- 
tion. It now numbers 2,700 women who in the past 
year have been most active in the fields of state and 
federal medical legislation, community services, civil 
defense, and the American Medical Education Fund. A 
favorable liaison has existed between the Advisory 
Committee and these exemplary women. It is the wish 
of this committee that a vote of confidence be given to 
the Woman's Auxiliary for their many accomplish- 
ments. 

This committee approves the report of the Advisory 
Committee to the Woman's Auxiliary. I move the 
adoption of this portion of the report. (Adopted) 

10. The Committee reviewed the report of the Presi- 
dent of the Woman's Auxiliary and wishes to com- 
ment as follows: 

Under the dynamic leadership of Mrs. John van 
Prohaska, the Woman's Auxiliary has tried new meth- 
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ods in meeting the ever-changing problems in medical 
legislation, nurse recruitment, community services, civil 
defense and other endeavors. In bringing the program 
to county level participation, new techniques were used 
in the form of round tables, talk and program clinics 
in various districts throughout the state. This resulted 
in greater participation by many more members than 
heretofore. There are now forty-one auxiliaries in forty- 
seven of the ninety-one counties which have county 
medical societies. The theme this year was “Accept In- 
dividual Responsibility for Better Community Health.” 

The President and her staff of state officers attended 
many conferences in and out of the state on medical 
care for the aged and federal legislation. They have 
earned the cooperation of individual members and made 
their numbers felt, particularly in writing letters to 
legislators where their husband-physicians often would 
not. 

For the many spectacular achievements, this reference 
committee recommends a vote of confidence and ap- 
preciation to Mrs. John van Prohaska, President of the 
Woman's Auxiliary. (Voted) 

This committee approves the report of the President 
of the Woman's Auxiliary. I move the adoption of this 
portion of the report. (Adopted) 

DR. NORBERG: I would like to go back to number 
eight for a moment and make a comment if I may. 

I read the report and there are some very excellent 
statements made and one is, of course, the non-service- 
connected disabilities. 

As you know, a veteran with a hernia or some such 
disability can have the hernia repaired at government 
expense and then he may apply for a non-service-con- 
nected disability and receive a pension for the scar that 
was made for the hernia. 

Now, whether or not this particular thing has taken 
place I do not know but there have been, I am sure, 
times when veterans applied for non-service-connected 
disabilities for such situations as I mentioned and have 
received them, so that they can get free medical care 
and then get a pension on top of it. 

It appears to me that we ought to be much more 
active in studying this question of non-service-connected 
disability in the veterans hospitals in view of the fact 

that the government is building more and more hospi- 
tals for the care of the veterans and not for service- 
connected disabilities. 

I spent four years in the wards of one of these veter- 
ans institutions and I did not know at the time I went 
there for my residency just how this worked but then 
being there for some few years I saw this happen. The 
veteran is admitted after he signs a statement to the 
effect that he cannot pay for care in a private hospital. 
He is not told what he is signing but is just told that 
he has to put his name on this paper. However, in many 
cases the patient can pay. In fact, I repaired the hernia 
on a very important man in this city who has a business 
and, I am sure, is not a pauper. 

I have seen a mother wearing a mink coat and dia- 
monds on all of her fingers coming to the hospital to 
visit a son who had signed a pauper’s oath. 

As I understand it, the statement that the veteran 
signs cannot be used against him in any way so that 
the government cannot collect for any of the services 
that this veteran received free of charge. 

As I say, the government is building more and more 
hospitals. Does this mean that a service-connected dis- 
ability gets worse—does the service-connected disability 
need more and more care in the future or are they build- 
ing these hospitals for the care of the non-service- 
connected disabilities that are going to take place? 


As-I recall, in some of these wards we had more 
World War I veterans who were having their prostates 
fixed, hernias repaired and other such things than we 
had service-connected disabilities from World War II. 
In fact, some of the service-connected disabilities had 
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to sort of take a back seat while the non-servic: cop. 
nected disabilities were being taken care of. 

This is a problem that we should really study. This 
is something that we should have a real active om. 
mittee on. If we are going to be socialized, then this 
is one of the back doors to socialized medicine. 

DR. KOWALSKI: Your reference committee con. 
sidered resolution No. 17 as introduced by the S.nga. 
mon County Medical Society, subject: “Oral Pre crip. 
tions for IPAC Recipients”’ 

We wish to state that the following changes \ ould 
be applicable: 

In paragraph 5, following the words, “‘orde:s to 
pharmacists”, add “of the patient’s choice.” and 

In the last paragraph, after the words, “Orderi:g by 
physicians of presc riptions”’ add “to eS , of the 
Illinois Public Aid recipients’ choice, with the ther 
provision that the physician mail or otherwise “ie smit 
with reasonable promptness to the pharmacist a written 
prescription to cover the original verbal order and all 
refills he authorizes.” 

This committee approves resolution No. 17 with the 
changes as read. I move the adoption of this portion of 
the report. (Seconded) 

DR. MONTGOMERY: I was unable to appear bcfore 
this committee at the time that this was considered and 
I hope that the committee had a full understanding as 
to the requirements of the Illinois Public Aid Com- 
mission in fulfilling the necessity for prescription sizned 
by physicians with the recipient when he obtains drugs 

I believe the difficulty here arose due to the fact 
that on a few occasions we have had drug stores which 
piled up oral prescriptions and then when they were 
checked nobody would vouch for the fact that they 
wrote these prescriptions. There was no method of 
check. The patient did not know whether he got the 
drugs and actually the Drug Committee and the Drug 
Association of the state filed suit against some of these 
drug stores because of that very thing. 

At that time it became necessary to try to adopt some 
planning under which the control of prescribed drugs 
could be covered and that plan was to adopt the pre- 
scription that is now used, which has to be signed by 
both the doctor and the patient. 

That was purely and simply a method to try to con 
serve funds because the Public Aid Commission had to 
go before the legislature this year and request a $35 
million deficit budget. 

The cost of drugs far exceeds the amount of money 
paid to doctors in the State of Illinois and when you 
realize it, the tremendous implication that is involved 
in oral prescriptions is something that therefore would 
be considered very seriously. 

THE PRESIDENT: Are there further comments 
Hearing none, I will put the motion to adopt this por- 
tion of the report. (Adopted) 

DR. KOWALSKI: Your reference committee wishes 
to thank the society members who appeared before it 
to share their experiences and unique problems. Though 
some discussions were brisk, they were, nontheless, e€n- 
lightening. This is indicative of a healthy, adaptive 
membership. 

As your chairman, I am grateful indeed to have had 
the whole-hearted support and considered counsel in 
these deliberations from the committee members. My 
sincere thank you goes to them. 

I move for the adoption of the report as a whol 
(Adopted) 

THE PRESIDENT: Thank you, Dr. Kowalski, for 
a job well done. I believe that you also have a supple- 
mentary report? 

DR. KOWALSKI: This is a supplementary report on 
Resolution #35, subject: ‘Prohibiting Price Advertising 
by Optometrists And/Or Opticians in the State of 
Illinois”. 


Your reference committee met in executive session 
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on May 25, 1960, with the sponsor of this resolution 
and o'her interested parties and we wish to comment 
as foliows: 


Your committee feels that the Illinois State Medical 
Society should not enter into any price controversy 
involving ancillary and/or quasi medical organizations. 
The committee recommends that such problems can 
best be resolved by component county societies at local 
level if the need arise. 

I move the adoption of this supplementary report 
and action on resolution No. 35. (Adopted) 

THE PRESIDENT: Before calling on the next refer- 
ence committee, I wish to present a report from the 
Committee on Credentials: 

“This is to certify that at the first meeting of the 
House of Delegates on May 23, 1960, sixty-two counties 
were represented with 184 delegates. We move that 
this constitute the voting strength of this house.” 

It further states as follows: 

“This is to certify that at the second meeting of the 
House of Delegates on May 25, 1960, sixty counties 
were represented and 173 delegates. We move that this 
constitute the voting strength of this house.” 

Then we have one more statement: 

“This is to certify that at the third meeting of the 
House of Delegates, on May 26, 1960, fifty-five counties 
were represented and 156 delegates. We move that this 
constitute the voting strength of this house.”’ 

In commenting upon this may I say that there are 
ninety-two component medical societies in the state 
association. Need I say more ? 

All those in favor of the report of the Credentials 
Gommittee say “‘aye’’; those oppposed “no’’. It is so 
ordered and the report of the Credentials Committee 
is accepted. 


Keference Committee on Reports of 
Council Committees, No. 2. 
Dr. Edwin F. Hirsch, Chairman. 

This reference committee received committee reports as 
follows: 

1. Committee on Aging: The report as given by the 
Committee Chairman, Dr. Edward W. Cannady, details 
a positive investigation of one of the most pressing and 
complex social and economic problems confronting 
medicine today. This committee has held meetings and 
has engaged in many other activities in seeking to 
formulate a program for the health needs of our senior 
citizens. Your reference committee commends the prog- 
ress and the contemplated program of action which this 
Cemmittee on Aging has initiated. 

I move the adoption of this portion of the report. 
(Adopted) 

2. Liaison Committee to the Illinois Bar Association: 
I move the adoption of this portion of the report. 
(Adopted) 

3. Committee on Birth Certificates: I move the 
adoption of this portion of the report. (Adopted) 

4. Committee on Disease Control: Dr. J. W. Maja- 
rakis reported that this group had satisfactory work 
arrangements. Then followed reports of the subcom- 
mittees, by Dr. Caesar Portes on Cancer Control, by 
Dr. Arnold S. Moe on Cardiovascular Disease, by Dr. 
F. G. Norbury on Mental Health, and by Dr. E. A. 
Piszczek on Tuberculosis Control. An inequality in 
fund distribution because of the law providing an ap- 
propriation for cancer control was emphasized. 

A supplementary report by the Committee on Tuber- 
culosis will appear in the published report. 

I move the adoption of this portion of the report 
(Adopted) 

Your, reference committee received for hearing seven 
resolutions from the Will-Grundy County Medical So- 
ciety, one from the Effingham County Medical Society 
and three from the Kendall County Medical Society. A 
lively discussion took place during and after the pres- 
entation of these resolutions. All of these resolutions 
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propose directives Or pronouncements to or actions by 
the House of Delegates on insurance plans, health serv- 
ices, fee schedules and other professional relationships 
for persons of our communities who are sixty-five years 
of age or older. They also express some dissatisfaction 
with certain procedures or arrangements that have been 
publicized by mail, through the press, or other me- 
diums. 

Your reference committee realizes that communica- 
tions between individuals and especially between groups 
through authorized representatives suffer when time is 
limited for these purposes. The committee emphasizes 
that actions taken under these circumstances by our 
representatives, the Councilors, are with the best of 
intentions for the good of all in our medical society as 
well as for the patients. : 

Your reference committee therefore recommends that 
the House of Delegates request the Council of. the 
Medical Society to refer the substance of these resolu- 
tions to a committee for full review, analysis and rec- 
ommendation to the Council for appropriate decisions. 

I move the adoption of this portion of the report. 
(Seconded) 

DR. SAXON: I attended this particular reference 
committee meeting on a late schedule, having tried to 
appear in three different reference committees in con- 
nection with the multitude of resolution that were:-of- 
fered for consideration and am sorry that I missed 
out on some of the conversation that went on. However, 
I would like to emphasize a few points that I think ate 
of significance. 

First of all, I would like to say that I am certain 
beyond any question of doubt that we are in opposition 
to socialism. 

The method and the manner in which we attack this 
problem meets some diversity of opinion. Also, the 
question of need and urgency of need also merits some 
consideration. 

I would like to refresh the memory of those of you 
delegates who attended the December meeting, at which 
we combined all nine of our resolutions. It was felt 
at that time that the resolution was a rather deeply in- 
volved one with many facets. 

We cannot expect medical men to understand the 
essence of what constitutes socialism. I feel that this is 
a matter for study, not only by the House of Delegates. 
but by the Council as well. 

Now, in connection with the method in which this 
is attacked. If we assume that we have a knowledge 
of what constitutes socialism, then we have certain 
dividing line opinions—we are either for things that 
represent freedom or we are partly social in our think- 
ing and would thus feel that we could support things 
that are partly social as an expedient to meet a realistic 
need that someone has quoted; or we can go overboard 
and go completely socialistic in connection with our 
thinking. I am sure that this is what most of us do not 
want. 

The main purpose of our resolution in December was 
to have the membership consider our Blue Shield Plan 
for aging, with a fixed fee label attached to it, another 
form of socialism. We would have hoped that perhaps 
medicine would have taken into consideration the 
thought for the best interest and welfare of the people 
and that socialism as it affects us would. probably be 
brought forth in another resolution from another com- 
mittee. However, unfortunately this matter has now 
been divided and so I have to speak in connection with 
all of these resolutions in order to defend our position. 

I regret very much that the insight and the division 
of thinking did not include a certain amount of free- 
dom that would otherwise be present. As has often been 
said, it is very difffcult for a woman to be just a little 
bit pregnant and, in that connection, I don’t think 
that we can have a little bit of socialism and that we 
should not even sponsor a little bit at any level. 

I would feel that in this particular gathering we 
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should reconsider these resolutions to the extent that 
socialism does have an influence on mental and physical 
health. The mental and physical health portions of this 
particular kind of thinking I have put together in a re- 
port so that I will not be mimicking myself too much 
and I will, therefore, try to hit this thing as I see it. 

In the passage of time, those of us who are called 
upon to care for the medical needs of the people of our 
communities are faced with increase in mental and 
physical complaints of people we serve. 

I am sure that you will all agree, especially in con- 
nection with reading the newspapers, that one in seven 
people now take tranquilizers or sedative medication 
and the last time that I gathered statistics it was one 
in ten. I wonder how many of us require that kind of 
medication. 

It is not merely by chance that this has taken place. 
In the practice of medicine in its more formative man- 
ner and to the best advantage of our patients, we always 
attempt to follow a certain pattern of investigation. 
First we elicit the patient’s symptoms and a history of 
the illness and its distinguishing characteristics. Then 
we probe further to determine the cause and then use 
x-ray and other laboratory procedures to aid in this. 
All of these expensive diagnostic procedures distinguish 
functional disorders from organic disease and in order 
to make it possible to make the decision and distinction, 
they become almost indistinguishable at times and thus 
we have the problem of assuring the patient that he has 
no disorders whatsoever. 

In so doing, the physician must also assure himself 
that no organic disease is present. Approximately ninety 
per cent of the x-rays taken at the local hospital in 
Aurora reveal no disease. Other laboratory procedures, 
I am sure, fall into a similar percentage category of 
disease. 

It has been shown statistically that one in seven 
people now take tranquilizers or some medication of 
this sort. 

What does all of this mean? It means that many of 
the illnesses for which people seek treatment by the 
physician are due to emotional or nervous disturbances. 
From experience, I would say that there is a gradual 
increase in these complaints. 

THE PRESIDENT: Dr. Saxon, do you think that you 
are straying far afield from the purpose of the motion, 
which was to refer this to the Council for considera- 
tion? 

DR. SAXON: This is a matter of discussion of the 
resolutions. 

THE PRESIDENT: The chair wants to give the great- 
est latitude in these matters but it is the opinion of 
the chair that you are not discussing the motion. 

DR. SAXON: These are items that certainly lead up 
to the results in connection with the resolutions. 

THE PRESIDENT: Go ahead but it is very difficult 
for the chair to feel that you are discussing the motion. 

DR. SAXON: I shall say only one item in conclusion 
and in order to respect the opinion of the chair, and 
that is that we feel that nervous or mental disease are 
certainly produced directly and indirectly by socialism 
and its effects on the social economics of people. These 
are the things that indirectly produce the symptoms 
for which we see patients. Therefore, we feel that we 
should take an active stand and use this as a weapon 
to oppose things that are socialistic. 

DR. WILLIAM HART: We introduced several reso- 
lutions relative to this problem and they were separated. 
The point that I wish to make is that these are an- 
tagonistic, these are complaining and we in Peoria 
County do not wish to make the payment in full basis. We 
complain and object and that is the basis for our reso- 
lutions and the purpose for their introduction. 

We hope that they will not be snowed under in 
committee, and, in effect, be lost. 

DR. L. F. ROBLEE: I am probably going to reiterate 
a great deal of what the delegates from Peoria County 
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said. However, I do want to emphasize one po: t and 
that is that in our own society we not only objc ‘ed to 
the idea of a fixed fee but we felt that in spite f the 


urgency of the situation that there were error made 
and that the whole situation was not properly ©: en to 
our society and our members. 

It was an error that perhaps was justified t the 
members of our society feel strongly that it S an 
error to the public, to our patients and they w in- 
formed regarding things which we were not av re of 
at the time and, therefore, that was one of + big 
things that we were trying to express for our iety, 

DR. MILLIGAN: I think that the Kane Count. dele. 
gates are willing to accept the portion of the re; ort in 
which it is stated that the Councillors acted wi: best 
intentions and for the good of all. However, it our 
feeling, and I think that it has come out in the ious 
discussions of this subject, that the Council ha — sold 
itself on the notion that to socialize ourselves, pre- 
sent a proposition in which we socialize ourselv 5 and 
renounce certain of our own ideals was the only n.-thod 


by which we could combat socialized medicine in vari- 
ous bills that were being currently proposed. 

I think that it has come out in all of the discussions 
that it probably was not the intent of the Coun::I to 
allow the body of the medical society to vote upon the 
principles involved, namely the principle of accepting 
fixed fees. 

You know, when we started out in medical practice 
we all agreed and vowed that we would take care of 
the ill regardless of their economic status. This pro- 
posal made by the Council relieves us of this responsi- 
bility. 

Without being too wordy, I would also like to re- 
call to your mind that without responsibility there 
cannot be morality and, of course, we do have to up- 
hold the high moral traditions of our profession 

I do not expect this to be too clear because it was 
said too briefly. However, the society was not allowed 
in the poll to vote upon the principles. The House of 
Delegates did not authorize the Council to make public 
a plan such as it did. I think that this is clear. 

We eventually saw the results of what happpened. 
We have committed ourselves as a society to feeding 
these government people with a bit of our freedom and 
with a bit of our moral responsibilities. This, I  be- 
lieve, is wrong. 

We saw what happened when the Forand Bill was 
considered by the House Ways and Means Committee 
I think it is still mistakenly supposed by certain mem- 
bers of the Council that our giving away of a portion 
of our freedoms changed the minds of the House Ways 
and Means Committee. Of course, nothing could be 
more unrealistic. The only thing that convinced them 
to change their minds and hold the bill back was the 
show of political strength by our organization. I think 
that this is something which is little realized by the 
medical profession—that we hold probably a better 
political organization than either of the major parties. 
Consider for a moment that we are a body of two 
hundred thousand people and we are in a position, and 
especially a good position, to influence at least another 
200,000 votes. Actually, I would say that we see a 
million. voters a day. Therefore, we are not small and 
do not have to fear the politicians. 

I also. think that this was well illustrated in our 
letter writing campaign to the House Ways and Means 
Committee and to the various members of Congress. I 
emphasize that it was not our giving up our freedoms 
that did anything—that is was just merely this political 
element that showed the Congressmen that we had 
much more strength ourselves, combined with the 
Chamber of Commerce, the Farm Bureau and a few 
others of lesser importance to overcome the great 
strength of these others. 

DR. BELL: We have heard some of these speeches 
so many times that we already know them by heart. | 
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m sure that we agree in principle, and I would like to 
emind you of some facts. 

First of all, all of the over sixty-five policies offered 
n this state are indemnity plans—they do have certain 
ervice features but they are indemnity plans. 

Secondly, I do not believe in the philosophy that we 
ire all out of step but Jim, and Jim should get everyone 
Ilse in step. The vast majority of our Blue Shield plans 
re built along these lines—a service plan and an in- 
iemnity plan with a service feature. 

We have also enrolled in this state almost fourteen 
thousand over sixty-five citizens. 

I would like to call your attention to the fact that 
the system of divide and conquer has been the basis 
that has destroyed civilizations through the centuries. 
It has destroyed the English medical profession and it 
is going to destroy the liberties of the Canadian medical 
profession. In fact, it has already done so for hospitals. 

I ask, are we going to divide ourselves and be de- 
stroyed or are we going to get together on one solid 
front? 

For once I would like to call for the question. 

DR. KOWALSKI: I would simply like to call your 
attention to the concluding paragraph of the report, 
which is the matter on which we are going to vote. 
I should like to read it again. 

(The concluding paragraph was then again read.) 

THE PRESIDENT: That is the substance of the mo- 
tion. Are you ready for the question? 

DR. B. A. SAMP: I agree with what the reference 
committee has proposed here, of sending this to com- 
mittee. However, I would like to propose again what 
I proposed in the committee that considered the resolu- 
tion—three questions which, for the consideration of 
the committee, they might formulate—and they are 
these: 

1. Does the Illinois State Medical Society have any 
right or power to legislate fixed fees for membership 
of the society? If the society does have such a right, 
then will it entertain to provide medical care to certain 
other groups that need medical care? For instance the 
group might include people in a very low employment 
status or special organizational groups that want fixed 
fee insurance policies and student groups. 

2. If the fixed fees are legislated by the society, how 
binding are they on the membership of the society as a 
whole? Does everyone have to go with those? 

3. If everyone doesn’t have to go with these, are we 
not then doing what we do not want to do—interfering 
with the right of the patient to choose his own physi- 
cian? 

In answer to that third question, if a patient came 
to a physician and said, “I am a participant in a fixed 
fee schedule,’ and the physician said, “I am sorry, Joe, 
but I don’t participate in that mayself,’’ then I believe 
that this primary choice has been violated there and 
then he has to select a physician from a panel that 
participates in the fixed fee plans. 

(The question on the motion was then called for.) 

THE PRESIDENT: The question is to adopt this 
portion of the report and refer these resolutions to 
the Council—that a special committee be appointed 
within the Council to further study these resolutions. 
Do you all understand that? 

(The motion was then voted upon and carried.) 

DR. HIRSCH: I move the adoption of the report 
as rendered—of the report as a whole. (Adopted) 

THE PRESIDENT: The next item on the agenda is 
the report of Council Committee No. 3. 


Reference Committee on Constitution and 
Bylaws 
Dr. William H. Schowengerdt, Chairman. 
Your reference committee to receive and report on sug- 
gested changes in the Constitution and Bylaws met in ex- 
ecutive session following the open hearing in the Orchid 
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Room on Tuesday, May 24, 1960, at ten o'clock, and 
wishes to report to you as follows: 
ARTICLE II—PURPOSES OF THE SOCIETY 

Add the words, “to serve, and thereby strengthen 
component county societies,” after the words ‘Ameri- 
can Medical Association.” Line 6. 

So that Article II as amended will now read as fol- 
lows: 

“Article II—Purposes of the Society: The purpose 
of this society shall be to federate and bring into one 
compact organization the entire profession of the State 
of Illinois, and to unite with similar societies of other 
states to form the American Medical Association; to 
serve and thereby strengthen component county soci- 
eties; to extend medical knowledge and advance medi- 
cal science; to elevate the standard of medical: educa- 
tion; to study and improve the standards of medical 
care and to inform the public and the medical profes- 
sion concerning the advantages of good medical care.” 

I move the adoption of this portion of the report. 
(Adopted) 

ARTICLE V—HOUSE OF DELEGATES. 

This article will become FOUR SECTIONS. instead 
of three paragraphs. 

“Section 1. The House of Delegates shall be the 
legislative body of the Illinois State Medical Society 
and unless otherwise herein provided, its deliberations 
shall be binding upon the officers, including the Coun- 
cil. The House of Delegates shall set the basic policy 
and philosophy of the Society.” 

“Section 2. The House of Delegates shall consist of: 
(a) delegates elected by the component societies; (b) 
the officers of the Society; (c) the past preisdents; (d) 
both general officers and members of the House of 
Delegates of the American Medical Association from 
the Illinois State Medical Society.” 

Paragraph 2 now becomes Section 3. 

Paragraph 3 now becomes Section 4. 

Article V, Sections 1, 2, 3, 4, as amended, will now 
read as follows: 

ARTICLE V—HOUSE OF DELEGATES. 

Section 1. The House of Delegates shall be the leg- 
islative body of the Illinois State Medical Society and 
unless otherwise herein provided, its deliberations shall 
be binding upon the officers, including the Council. 
The House of Delegates shall set the basic policy and 
philosophy of the Society. 

Section 2. The House of Delegates shall consist of: 
(a) delegates elected by the component societies; (b) 
the officers of the Society; (c) the past presidents; (d) 
both general officers and members of the House of 
Delegates of the American Medical Association from 
the Illinois State Medical Society. 

Section 3. All recommendations of the House of 
Delegates dealing with the acquisition or disposal of 
property of anv kind, or with the appropriation or 
expenditure of funds, must be approved by the Council. 

Section 4. Fifty delegates representing not less than 
twenty counties shall constitute a quorum for the trans- 
action of business.” 

I move the adoption of this portion of the report. 
(Adopted) 

ARTICLE VI—THE COUNCIL 

Section 1. Add in line 11 after the words ‘“‘secretary- 
treasurer” a new sentence: ‘The Vice Presidents, the 
presiding officer and the alternate presiding officer 
shall attend the meetings, (including executive ses- 
sions) with the right of discussion but without the 
right to vote.” 

Add a new Section 2: ‘The Council shall employ 
an executive administrator whose duties shall be de- 
termined by the Council. He shall be responsible to 
the chairman of the Council. The Council shall also 
employ such other people as are needed for the conduct 
of the affairs of the Society.” 

Section 2 becomes Section 3. 

Section 3 becomes Section 4. 








Section 4 becomes Section 5. 
Section 5 becomes Section 6. 
Section 6 becomes Section 7 
Section 7 becomes Section 8. 
Article VI, Sections 1 and 
read as follows: 
“ARTICLE VI— 
Section 1. The 
Constitution and 


as amended will now 
THE COUNCIL. 

Board of Trustees, or as in this 
Bylaws designated, The Council, 
whose duties are executive and judicial, shall consist 
of sixteen councilors elected by the House of Dele- 
gates, (six shall be chosen from district number threc 
and one from each of the other ten districts, these 
districts of the geographical area as of May, 1946), 
and one councilor-at-large (the retiring president, 
who shall serve a term of one year), the president, 
president-elect and secretary-treasurer. The vice presi- 
dents, the presiding officer and the alternate presiding 
officer shall attend the meetings. (including executive 
sessions) with the right of discussion, but without the 
right to vote. Besides its duties mentioned in the By- 
laws, it shall have charge and control of all property 
belonging to this Society of whatsoever nature, and 
of all funds belonging to this Society from whatsoever 
source. 

Section 2. The Council shall employ an executive 
administrator whose duties shall be determined by the 
Council. The shall be responsible to the chairman of 
the Council. The Council shall also employ such other 
people as are for the conduct of the 
the Society.” 

I move the 
(Adopted) 

Article IX—Officers 

Section 1. Add in the fourth line, after the words 
““secretary-treasurer,’ “a presiding officer and an alter 
nate presiding officer of the House of Delegates.” 

Section 2. In line 2. after the words 
treasurer” add ‘‘and beginning at the 1961 annual mect 
ing. a presiding officer and an alternate presiding offi 
cer” shall be elected, etc 

In Section 2, add a new paragraph: 

“The presiding officer and alternate presiding 
shall not be elected for more than three consecutive 
terms for their respective offices: they shall be 
from among the House of Delegates.” 

Therefore, Article IX, Sections 1 and 2. as 
will now read as follows: 

“ARTICLE [X—OFFICERS: 

Section 1. The officers of this Society shall be a 
president, a president-elect, a first vice-president. a 
second vice-president, a secretary-treasurer, a presiding 
officer and an alternate presiding officer of the House 
of Delegates. sixteen councilors and one councilor-at- 
large. 

Section 2. The president-elect, vice presidents and 
secretary-treasurer and beginning at the 1961 annual 
meeting, a presiding officer and an alternate presiding 
officer shall be elected annually by the House of 
Delegates to serve for a term of one year. The coun- 
cilors shall be elected by the House of Delegates to 
serve for three years. All officers shall serve until 
their successors are elected and installed. The presiding 
officer and alternate presiding officer shall not be 
elected for more than three consecutive terms for their 
respective offices; they shall be elected from among 
the members of the House of Delegates.” 

I move the adoption of this portion of the report 
(Adopted) 

Chapter II—Annual Session of the Society: 

Section 1. Delete the first paragraph and substitute 
“the Council shall determine the date for the Annual 
meeting.” 

The second paragraph then becomes Section 

Therefore, Chapter II, Sections 1 and 2, as amended, 
will now read as follows: 


needed affairs of 


adoption ot this portion of the report 


secretary- 


officer 
elected 


amended 


CHAPTER II 
SOCIETY: 
Section 1. The Council shall determine 
the annual meeting. 
Section 2. The meeting place tor the annual sessi: 
shall be determined by the House of Delegates fro 


ANNUAL SESSION OF THE 


the date t 


list of cities extending invitations, subject to invest 
gation of the facilities and approval by the Council 
adoption of this portion of the repo 


I move the 
(Adopted) 

Chapter I]l—General Meetings: 

Section 1, Line 6—delete: “The address of the pres 
dent and.” This .matter is covered in Chapter VII 
Duties of Officers. 

Chapter HII, Section 1, 
as follows: 

‘CHAPTER ITI—GENERAL 

Section 1. All registered members may attend ar 
participate in the proceedings and discussions of tl 
general meetings and the section meetings. The gener 
meetings shall be presided over by the president or | 
one of the vice presidents. The oration on medicine an 
surgery shall be delivered at the general meetings.” 
adoption of this portion of the report 


as amended, will now re. 


MEETINGS 


I move the 
(Adopted) 

Chapter IV—Sections 

Add a new Section 6. “The officers of the section 
shall arrange the program for the section in coordina 
tion with the Committee to Program the Annua 
Meeting.” 

I move the 
(Adopted) 

Chapter VII—Duties of Officers 

Section 1. Delete “and at the meetings of the Hous: 
of Delegates” and substitute “‘or designate one of the 
vice presidents to substitute for him, should he he 
unable to be present”’ 


> 


Section 2 remains the same 

Section 3 remains the same 

Section 4 is changed to: ‘The presiding officer, whi 
shall be versed in parliamentary procedure. shall pre 
side at the meetings of the House of Delegates and 
shall perform such duties as custom and parliamentary 
usage require. He shall announce the reference com 
mittees as appointed by the president, the president 
elect of the Society and chairman of the Council.” 

Section 5. Delete and change to new section as follows 

“Section 5. The alternate presiding officer shall offi 
ciate for the presiding officer in the latter's absence 
or at his request. In case of death, resignation or in 
abilitv of the presiding officer to perform his duties 
the alternate presiding officer shall officiate during the 
unexpired term.” 

Add a new Section 6 

“Section 6. Secretary-Treasurer. In addition to the 
rights and duties ordinarily devolving on the secretary 
of a corporation by law. custom or parliamentary usage 
and those granted or imposed in other provisions of 
the constitution and these bylaws, the — secretary- 
treasurer shall: (a) be the official custodian of all 
securities and the income therefrom owned by _ the 
Societv. subject to the direction and disposition of the 
Council. The Council may select a bank or trust com- 
pany to act as custodian in the place of the secretary- 
treasurer. of all or any part of such securities and to 
act as agent of the Society in collecting the income 
therefrom. The secretary-treasurer shall give bond in 
such sum as may be fixed by the Council, the premium 
on such bond to be paid for by the Society; (b) per 
form such other duties as mav be directed by the Hous« 
of Delegates or by the Council.” 

Chapter VII, Sections 1, 4, 5 and 6. as 
will now read as follows: 
“CHAPTER VII—DUTIES OF OFFICERS: 

Section 1. The president shall preside at the general 


adoption of this portion of the report 


amended. 
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etings of the Society, or designate one of the vice- 

esidents to substitute for him, should he be unable 

be present. He shall appoint all committees not 
therwise provided for; shall deliver an annual address 
such time as may be arranged and shall perform 
ich other duties as custom and parliamentary usage 
ay require. 

Section 4. The presiding officer, who shall be versed 

) parliamentary procedure, shall preside at the meet- 
ings of the House of Delegates and shall perform such 
uties as custom and parliamentary usage require. He 
all announce the reference committees as appointed 
hy the president, the president-elect of the Society and 
hairman of th Council. 

Section 5. The alternate presiding officer shall offi- 
iate for the presiding officer in the latter's absence 
or at his request. In case of death, resignation or in- 
ability of the presiding officer to perform his duties, 
the alternate presiding officer shall official during the 
unexpired term. 

Section 6. Secretary-Treasurer. In addition to the 
rights and duties ordinarily devolving on the secretary 
of a corporation by law, custom or parliamentary usage 
and those granted or imposed in other provisions of 
the constitution and these by laws, the secretary-treas- 
urer shall: (a) be the official custodian of all securities 
and the income therefrom owned by the Society, sub- 
ject to the direction and disposition of the Council. 
The Council may select a bank or trust company to 
act as custodian in the place of the secretary-treasurer, 
of all or any part of such securities and to act as agent 
of the Society in collecting the income therefrom. The 
secretary-treasurer shall give bond in such sum as may 
be fixed by the Council, the premium on such bond to 
be paid for by the Society; (b) perform such other 
duties as may be directed by the House of Delegates 
or by the Council.” 

I move the adoption of this portion of the report. 
(Adopted) 

Chapter VIII—The Council: Section 1 
second paragraph: “The Secretary of the 
be secretary of the Council.” 

Chapter VIII, Section 1, 
as follows: 
CHAPTER VIII 

Section 1. The 
annual session of the 


Delete the 
Society shall 
as amended, will now read 
-THE COUNCIL: 

Council shall meet daily during the 
Society, and at such other times 
as necessity may require, subject to the call of the 
chairman, or on the petition of the majority of the 
councilors. It shall meet on the last day of the annual 
session ef the Society to elect a chairman who shall 
make an annual report to the House of Delegates.” 

I move the adoption of this portion of the report. 
(Adopted) 

Chapter IX 

Section 1. 


—Committees: 
Delete “and Public Relations” from line 
four to read: “A Committee on Medical Service.’’ 

Delete “A Committee on Scientific Work’ and sub- 
stitute “A Committee to Program the Annual Meeting.” 

Add a new committee, “A Committee on Public 
Relations,” and change the order of the committees to 
read: 

A Committee to Program the Annual Meeting. 

A Committee on Medical Service 

A Medico-legal Committee. 

A Committee on Medical Education and Hospitals. 

A Committee on Medical Testimony. 

A Committee on Medical Benevolence. 

A Grievance Committee. 

A Committee on Prepayment Plans and Organiza- 
tions. 

A Committee on Public Relations. 

Delete Section 2 entirely and 
secuon: 

“Section 2. The 
Meeting shall consist of at 


substitute a new 


Committee to 
least nine 


Program the Annual 
members, one- 
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third to be appointed annually by the Council to serve 
a term of three years, except that when first constituted, 
three members shall be appointed for terms of three 
years, three for terms of two years and three for terms 
of one year. 

It shall be the duty of this Committee to coordinate 
the programs for the General Assemblies, the section 
meetings and the scientific exhibits at the annual meet- 
ing. It shall recommend to the Council a secret com- 
mittee to make the awards to the scientific exhibitors. 

Ex-officio members of this committee shall include 
the president, the president-elect, the chairman of the 
Council, the immediate past president and the chair- 
man of the Committee on Arrangements for the annual 
meeting.” 

Delete Section 

“Section 3. The 


3 and substitute a new section: 

Committee on Medical Service 
shall consist of five members and the President and 
Secretary-Treasurer of the Society, ex-officio. Its 
activities shall be carried on under the supervision 
and direction of the Council. Members of this com- 
mittee shall be appointed by the Council for terms of 
three years; at the time of initial appointment, how- 
ever, 
for three 
year. 

This committee shall be responsible for informing 
the membership of all legislative matters of interest to 
the medical profession in the State of Illinois. It shall 
maintain surveillance of all bills introduced in the 
State Legislature having direct or indirect effect on 
the practice of medicine or of the health or sickness 
of the citizens of the State of Illinois. 

The committee shall maintain effective liaison with 
the A.M.A. Committee on Legislation and the A.M.A. 
Washington office so that the Illinois State Medical 
Society will be fully informed and can perform as a 
vigorous member of the A.M.A. on matters of federal 
legislation. 

The Medical Service Committee shall recommend a 
legislative program for approval of the Council and 
promulgate this program among the members of the 
Society. A report of its activities shall be submitted 
currently to the Council and annually to the House of 
Delegates.” 

There are no 
4, 5, 6, 7, 8 and 9. 

Add a new Section 10: 

“Section 10. The Committee on Public Relations 
shall consist of six members. Members of this com- 
mittee shall be appointed by the Council for terms 
of three years. At the time of initial appointment, how- 
ever, terms should be staggered with two appointed 
for three years, two for two years and two for one 
years. 

The committee shall prepare and submit a public 
relations program for the Illinois State Medical Society 
to the Council for approval. 

Such a program should include public service proj- 
ects of long and short durations, which will increase 
the public's esteem for the medical profession in IIli- 
nois. 

Therefore, Chapter IX, Sections 1, 2, 3, and 
amended, will now read as follows: 

“CHAPTER ITX—COMMITTEES: 

Section 1. The standing committees shall be as follows: 

A Committee to Program the Annual meeting. 

A Committee on Medical Service. 

A Medico-Legal Committee. 

A Committee on Medical Education and Hospitals. 

A Committee on Medical Testimony. 

A Committee on Medical Benevolence. 

A Grievance Committee. 

A Committee on Prepayment Plans and Organiza- 
tions. 

A Committee on Public Relations. 

Section 2. The Committee to Program 


terms should be staggered with two appointed 
two for two years and one for one 


years, 


changes in conection with sections 


10, as 


the Annual 
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Meeting shall consist of at least nine members, one- 
third to be appointed annually by the Council to serve 
a term of three years, except that when first constituted, 
three members shall be appointed for terms of three 
years, three for terms of two years and three for terms 
of one year. 

It shall be the duty of this committee to coordinate 
the programs for the General Assemblies, the section 
meetings and the scientific exhibits at the annual meet- 
ing. It shall recommend to the Council a secret com- 
mittee to make the awards to the scientific exhibitors. 

Ex-officio members of this committee shall include 
the president, the president-elect, the chairman of the 
Council the immediate past president and the chair- 
man of the Committee on Arrangements for the annual 
meeting. 

Section 3. The Committee On Medical Service shall 
consist of five members and the President and Secre- 
tary-Treasurer of the Society, ex-offico. Its activities 
shall be carried on under the supervision and direc- 
tion of the Council. Members of this committee shall 
be appointed by the Council for terms of three years; 
at the time of initial appointment, however, terms 
should be staggered with two appointed for three 
years, two for two years and one for one year. 

This committee shall be responsible for informing 
the membership of all legislative matters of interest 
to the medical profession in the State of Illinois. It 
shall maintain surveillance of all bills introduced in 
the state legislature having direct or indirect effect 
on the practice of medicine or of the health or sick- 
ness of the citizens of the State of Illinois. 

The committee shall maintain effective liaison with 
the AMA Committee on Legislation and the AMA 


Washington Office so that the Illinois State Medical 
Society will be fuily informed and can perform as a 
vigorous member of the AMA on matters of federal 


legislation. 

The Medical Service Committee shall recommend 
a legislative program for approval of the Council and 
promulgate this program among the members of the 
Society. A report of its activities shall be submitted 
currently to the Council and annually to the House of 
Delegates. 

Section 10. The Committee on Public Relations shall 
consist of six members. Members of this committee 
shall be appointed by the Council for terms of three 
years. At the time of initial appointment, however, 
terms should be staggered, with two appointed for 
three years, two for two years and two for one year. 
The committee shall prepare and submit a public rela- 
tions program for the Illinois State Medical Society to 
the Council for approval. Such a program should in- 
clude public service projects of long and short dura- 
tions which will increase the public's esteem for the 
medical profession in Illinois.” 

I move the adoption of this portion of the report. 
(Adopted) 

Chapter X—Reference Committees: Delete Section 1. 

Add a new section as follows: 

“Section 1. Appointment. Immediately after the or- 
ganization of the House of Delegates at each annual 
or special meeting, the presiding officer shall announce 
the appointment from among the members of the 
House, such committees as may be deemed expedient 
by the House of Delegates. Each committee shall con- 
sist of five or more members unless otherwise pro- 
vided, the chairman to be announced by the presiding 
officer. These committees shall serve during the meet- 
ing at which they are appointed.’ 

I move the adoption of this portion of the report. 
(Adopted) 

CHAPTER XI—COUNTY SOCIETIES: 

Section 8. Delete in line 2-3: “and a list of the non- 
affiliated registered physicians of the county.” 

Section 8. Delete in line 11: “In making his annual 


report he shall account for every physician who | 
lived in the county during the year.” 

Section 9. Delete in line 4: “and a list of no 
affiliated physicians of the county.” 

So that Chapter XI, Sections 8 and 9, as amend 
will now read as follows: 

“Section 8. The secretary of each component socic 
shall keep a roster of its members, in which shall 
shown the full name, address, college and date of gra 
uation, date of license to practice in this state, and su 
other information as may be deemed necessary. 
keeping such a roster, the secretary shall note a: 
changes in the personnel of the profession by death « 
by removal to or from the county. When requested, | 
shall furnish on blanks supplied him for the purpos 
an official report containing such information for t! 
secretary of this Society and likewise for the council 
of the district in which his county is situated. 

Section 9. The secretary of each component societ 
shall forward its assessment together with its roster 0: 
officers and members, list of delegates, to the secre 
tary of this Society before the first of April each year 

I move the adoption of this portion of the repor 
(Adopted) 

I now move the adoption of the report as a who! 
as amended. (Adopted) 

Your committee wishes to thank the members o! 
the Constitution and Bylaws Committee, Dr. W. ( 
Bornemeier, Dr. Andrew Brislen and Dr. Arthur Good 
year for the advice and recommendations given dur 
ing the open hearing. 

We also wish to thank Mr. Walter Oblinger, lega! 
counsel, for his opinion in relation to various neces 
sary legal decisions. 

We wish to also thank the entire membership of the 
Secretary's office for their consideration and secretarial 
help in preparing this report. 

I also want to thank Dr. Heerens for appearing with 
us and coming to meet with us so that we could reach 
a decision on the proposed amendments that he pre- 
sented. 

The Chairman wishes to thank the members of his 
committee, Dr. Solomon L. Goldberger, Dr. James H 
Rutledge, Dr. Fred A. Tworoger and Dr. N. A. Thomp 
son, who so efficiently aided in the phrasing of the 
various sections and changes as noted in this report 

THE PRESIDENT: The chair wishes to personally 
thank you for a job well done. I am very proud of 
you, Bill. It was a terrific task and I am sure that 
the House shares my feeling in that regard. 

DR. J. D. MILLIGAN: I would like to ask for 
clarification from the legal counsel on the vote that 
was taken by the House of Delegates on the report of 
Reference Committee No. 2. In that connection I have 
reference to the last paragraph, wherein they referred 
all of the resolutions to a committee for study. 

I think that what they voted on was this—that Dr 
O'Neill made the statement that the committee be ap- 
pointed within the Council to review this. If that is 
what we voted for, then I would make a motion, if 
this is in order legally, that we have a committee of 
delegates with the committee of the Council to review 
this. 

THE PRESIDENT: If the chair made such a state- 
ment, it was in error and if he did, your motion is en- 
tirely in order. I will so rule. Is there support for the 
motion made by Dr. Milligan? (Seconded) 

DR. BREED: Who are they going to report to? 

THE PRESIDENT: The House of Delegates, I pre- 
sume. 

Dr. Milligan, I believe that several of the delegates 
did not hear your motion. I request that you again 
state it. 

DR. MILLIGAN: I make a motion to review this 
entire program of the aged as reported by Dr. Hirsch’s 
committee; that a committee be appointed, as Dr. 


Illinois Medical Journal 























Hi: ch suggested, by the Council; that the committee 
be iversified, and that a committee of delegates meet 
the committee of the Council for this purpose. 
HE PRESIDENT: Do you have the motion now— 

are you ready for the question? 

MEMBER: Do you have the motion on record the 
way that it was voted a while ago? 

THE PRESIDENT: The report which the reference 
committee rendered and which you adopted says: 
“Your reference committee therefore recommends that 
the House of Delegates request the Council of the 
Medical Society to refer the substance of these resolu- 
tions to a committee for full review, analysis and rec- 
on mendations to the Council for appropriate de- 
cision 

DR. MILLIGAN: That is right. Your statement, 
when you read it, was that the committee was within 
the Council. 

THE PRESIDENT: I did not read that but we will 
see whether that is correct from the stenographic state- 
ment when rendered. However, that is the substance of 
the resolution, that the committee be appointed and 
that the analysis and recommendations go to the Coun- 
cil for appropriate decision. I think that your motion 
is entirely in order. 

DR. L. S. TICHY: This report was adopted as a 
total report. Doesn't the printed word prevail within 
the report after adoption of the total report? 

THE PRESIDENT: It does. 

DR. TICHY: Then this clarifies the issue. 

THE PRESIDENT: The position of the chair is that 
he may have erred in saying that this was a decision to 
be made within the Council and that was not the sub- 
stance of the report. 

DR. MILLIGAN: I will withdraw the motion if 
that is what it is. 

DR. M. MIJANOVICH: As long as we are dealing 
with constitutional amendments and the McHenry 
County resolution regarding constitutional amend- 
ments, I feel that it is necessary to inform you that in 
discussing the McHenry County resolution Dr. Mont- 
gomery felt that it might interfere with some of the 
reorganizational programs that we are now going 
through within our society. He felt that if this were 
passed and were to interfere with the organizational 
program it might not be of benefit to the state society 

This I would not approve of any more than any 
other member of this organization. However, I feel 
that it is not very democratic to have taken the action 
that this body did take and I feel that this resolution 
should be heard and should be discussed. It should prob- 
ably be referred to the Committee on Constitution 
and Bylaws for study and report during the ensuing 
year and then brought back to this body next year. 

I would therefore like to make a motion to take 
from the table the resolution of the McHenry County 
Medical Society. (Seconded) 

THE PRESIDENT: The motion is simply that the 
matter of the resolution of the McHenry County Medi- 
cal Society be removed from the table. It has been 
seconded. It requires a majority vote to remove this 
from the table. Are you ready for the question. (Car- 
ried) 

DR. MIJANOVICH: If Dr. Montgomery will with- 
draw his motion not to consider this resolution, I 
should like to supplant it with a motion to consider 
this resolution as a committee of the House—this body 
to consider it as a committee of the whole and to rec- 
ommend a referral to the Constitution and Bylaws 
Committee for study and recommendation at the an- 
nual meeting next year. 

THE PRESIDENT: I think that there is some parlia- 
mentary procedure involved in that but the chair will 
overlook it. I think that to refer to the House as a 
whole requires a two-thirds or unanimous vote. How- 
ever, this whole matter of the motion and the matter 
pertaining to the motion was tabled in toto and this 
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motion, in the opinion of the chair, cannot be with- 
drawn by Dr. Montgomery but you may vote to re- 
consider it. 

MEMBER: I would like to rise to a question and 
possibly a point of order. The doctor who is at the 
rostrom has made a motion to refer—he has actually 
made two motions to refer. He first suggested that it 
be referred to a committee of the whole and then, in 
the same sentence, to the Constitution and Bylaws 
Committee. 

I think that were he to reword his motion to refer 
to either, his motion then would take precedence be- 
cause it is a motion to refer. 

THE PRESIDENT: Possibly you will rephrase your 
motion, 

DR. MIJANOVICH: I don’t believe that is quite in 
order. If I am not mistaken, the resolution at present 
has Dr. Montgomery’s unacted upon motion attached 
to it. Therefore, any other motion would be out of 
order, would it not? 

DR. BRISLEN: I would interpret it as meaning that 
you are asking to have this whole matter referred to 
the Constitution and Bylaws Committee or to the com- 
mittee as a whole. You have made a motion right 
now that this be referred to the committee as a whole 
and to the Constitution and Bylaws Committee and 
these are two Opposing motions. 

DR. MIJANOVICH: When we take the matter from 
the table then there is already a motion from it before 
the House and that motion is Dr. Montgomery’s mo- 
tion not to consider. 

DR. BRISLEN: That is true but it is a subsidiary 
motion and yours is also a privileged subsidiary mo- 
tion because yours is one to refer. 

DR. MIJANOVICH: Then I shall move that we re- 
fer this to the Committee on Constitution and Bylaws 
for study and report at the next House of Delegates. 


(Carried) 


Reference Committee on Reports of 
Council Committees, No. 4 
Dr. Maurice Murfin, Chairman. 

Your Reference Committee on reports of Council Com- 
mittees #4 has met in executive session following the 
open hearings held Tuesday morning, May 24, 1960, and 
submits the following report: 

ETHICAL RELATIONS COMMITTEE: 

The Ethical Relations Committee for the second con- 
secutive year reports no cases and during the past year 
held no meetings. The committee is grateful to note the 
good standing of affairs within the society. 

I move the adoption of this portion of the report. 
(Adopted) 

FIFTY YEAR CLUB COMMITTEE: 

The Reference Committee reviewed the report of 
the Fifty Year Club Committee and notes. with pleasure 
the activities of this club. The membership of the 
club now totals approximately five hundred physicians, 
and sixty-five members of the Society will become eligi- 
ble for membership during the coming year. May we 
again congratulate Dr. Andy Hall for his work in be- 
half of the Fifty Year Club members. 

I move the adoption of this portion of the report. 
(Adopted) 

COMMITTEE ON INDUSTRIAL HEALTH: 

The reference committee reviewed the report of the 
Committee on Industrial Health and highly commends 
this committee for its successful campaign in behalf 
of the impartial medical testimony project. The IIli- 
nois State Medical Society will be forever grateful to 
Dr. R. J. Bennett, Chairman of this committee. Dr. 
Bennett has done a tremendous and commendable 
job of pioneering this project. It is noted that on No- 
vember 24, 1959, the Council of the Illinois State 
Medical Society appointed a new Committee on Im- 
partial Medical Testimony to carry on the program so 
ably initiated by the Committee on Industrial Health. 





I move the adoption of this portion of the report 
(Adopted) 
COMMITTEE ON 
TESTIMONY: 

The reference committee has reviewed the report 
of the Impartial Medical Testimony Committee and 
notes a fine presentation of a progress report. Dr. S. 
A. Levinson and his committee have already made 
excellent progress in carrying on this important new 
program. 

I move the adoption of this portion of the report. 
(Adopted) 

COMMITTEE TO COOPERATE WITH THE 
ILLINOIS HOSPITAL ASSOCIATION: 

The reference committee reviewed the report of the 
Committee to cooperate with the Illinois Hospital As- 
sociation and recommends the report be accepted as 
printed 

I move the adoption of this portion of the report 
(Adopted) 

COMMITTEE ON INSURANCE: 

The reference committee received no report from 
the Insurance Committee and no members appeared 
at the open hearing in behalf of this committee 

I move the adoption of this portion of the report 
(Adopted) 

MATERNAL WELFARE 

The reference committee reviewed the report of the 
Maternal Welfare Committee. We highly commend 
Dr. Frederick Falls and his committee for such a well 
balanced program. The Committee appreciated Doc- 
tor Fall's excellent report and was pleased to note the 
amazing result. The committee feels that the entire 
House of Delegates should have heard his presenta- 
tion 

I move the adoption of this portion of the report 
( Adopted) 

COMMITTEE ON MEDICAL ECONOMICS: 

The reference committee reviewed the report of the 
Medical Economics Committee. The committee con- 
tinues to submit active and timely articles to the edi- 
tor of the Journal. The committee urges all members 
to read the publications. 

I move the adoption of this portion of the report 
(Adopted) 

COMMITTEE ON NARCOTICS 

The reference committee received the supplementary 
report in addition to the published report of the Nar- 
cotics Committee. A supplementary report directed as 
Resolution #35 was carefully studied. The Commit- 
tee concurs with the meaning of the resolution and 
recommends its acceptance. 

I move the adoption of this portion of the report. 
(Adopted) 

COMMITTEE ON NECROLOGY: 

The reference committee notes that a Committee on 
Necrology actually does not exist and that a report 
prepared by the secretary's office was submitted. This 
report included the deaths of members of the society 
reported to the Secretary's office since the last annual 
report. 

The committee thanks Jane Swanson of the 
tary’s office for the preparation of this report 

I move the adoption of this portion of the report 
(Adopted) 

COMMITTEE ON MEDICAL LICENSURE: 

The reference committee reviewed the report of the 
Committee on Medical Licensure as presented by Dr 
James Hutton. The committee is in full agreement 
with this report. 

I move the adoption of this portion of the report 
(Adopted) 

RESOLUTIONS 23, 24, 25-PEORIA COUNTY 
MEDICAL SOCIETY: 

The reference committee reviewed resolutions 23, 
24, and 25, as prepared by the Peoria County Medical 
Society. Your committee agrees with the general spirit 
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of such resolutions. However, we have taken the 
erty of drafting resolutions 23 and 25 into the fo! 
ing statement of policy and herewith submit to you 
approval: 

‘The Illinois State Medical Society firmly op; 
socialism in all of its forms. The compulsory hx 


schemes, which the welfare state planners are pro: 
are examples of socialism which 
profession but the 


ing at this time, 
only the medical 
vigorously oppose.”’ 

I move the adoption of this portion of the re; 
(Seconded) 

DR. DOLAN: 
a little too. much 
tions #23 and 25. 

For example, in Resolution #23, one of the 
solved” clauses is that the 224 members of the Pe: 
Medical Society have voted to oppose all compuls 
and third-party controlled medical care. I wonde: 
the committee meant to leave that out—all third p: 
medical care? 

If they did mean to leave it 
if they would mind including it. 

THE PRESIDENT: Would you like to answer t! 
Dr. Murfin? 

DR. MURFIN: I don't 
the liberty inasmuch as we were in executive 
at the time. If another member of my committee, ar 
I see that one of them is asking for the floor, woul 
do so, I would be glad to have him comment. 

DR. HARRY MANTZ: I would like to answer t 
question by stating this: that in the committee we d 
not feel that the Peoria people really meant what th 
said, that they want to oppose all third party controlled 
medical care. 

We took this to mean that you did not believe 
insurance at all and, of course, all legitimate insuran 
is a third party and, of course, we therefore did not 
teel that this was a proper statement. 

DR. DOLAN: Actually, I think that all of us must 
be opposed to third party medical care. When on 
speaks of indemnity as opposed to a service type ot 
policy, then it makes quite a bit of difference and | 
think that indemnity type of policies do not interfer 
with medical care, whereas I believe that almost every 
one must be agreed that the service type of policy does 

That, to come to the point of it, is the essential 
difference 

DR. MANTZ: This is not what this resolution says 
You don’t differentiate between legitimate insurance 
and conventional insurance. You merely damn them all 
with the term “third party medical care.” However, 
the term, insofar as we were concerned, was too broad 
and we felt that our statement of policy was simple 
and to the point; that it points out that we do not ap 
og of socialism of any kind and that we in particu 
lar do not approve of these compulsory schemes which 
the politicians are trying to put upon us. 

We felt that the same statement of policy embodied 
the first and third Peoria resolutions. 

DR. DOLAN: Would it be in order to ask one of 
the Peoria delegates to clarify this and I will accept 
it if they say that they in turn agree with the interpre- 
tation of Dr. Mantz. 

DR. HART: At the time these resolutions were 
drafted I don’t believe there was any criticism directed 
to the established prepayment insurance policies, not 
was there any intent of classifying them as third party 
members in the patient-doctor relationship. I think 
that we all know the basic point toward which we are 
driving and I hope that we will establish and make 
our stand forceful so that not only the public but 
also those in Washington know exactly where we 
stand. 

DR. SAXON: I just want to point out the essential 
difference. It is a matter of interpretation as to whether 
fixed fee medicine of any sort, even partially or other- 


public 


I believe that the committee has t: 
liberty in combining these res 


out, I am wonder 


believe that I should ta 
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constitutes socialism or whether it doesn't. 
I must remind the house that already we have ap- 
d a Blue Shield plan for the fixed fee and in 


oro 
ection with this part of the Illinois State Medical 
Socicty policy, if we were to adequately oppose this 
at this particular time, we would have to rescind the 
action of the Hlinois State Medical Society in propos- 


ing this plan. This would make a rather bad situation. 
We do not wish to disgrace our state medical society 
by proposing at this time any fixed plan, although we 
in Kendall County have totally disapproved of this 
action. However, we teel that probably the integrity of 
the society should be preserved. 

However, we would condemn as a matter of policy 
any further continuation of fixed fee medical insurance. 
(The question was called for. Carried.) 

DR. MURFIN: We come now to the statement per- 
taining to Resolution #24. 

The reference committee notes that Resolution #2 
is similar in thought and purpose to resolutions al- 
ly submitted and under study by Reference Com- 
Your committee sought and had consulta- 
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red 


mittee #2. 
tion with Reference Committee #2 and concurred 


with their final actions recommending that the House 
of Delegates request the Council of the medical society 
to refer the substance of this resolution to a commit- 
tee for full review, analysis and recommendation to the 
Council for appropriate decisions 

I move the adoption of this portion of the report. 
(Adopted) 

I wish to thank the members of this committee for 
their fine cooperation, advice and counsel in the prep- 
aration of this report. 

I move the adoption of 


( Adopted ) 


the report as a whole 


Reference Committee on Reports of 


Council Committees, No. 5 
Dr. William L. Whiting, Chairman 
COMMITTEE ON NURSING: 

The reference committee considered the report ot 
the Committee on Nursing, had the privilege of exten- 
sive discussion with the committee chairman and 
studied the supplementary report submitted prior to 
the first meeting of this House. As pointed out in the 
supplementary report, the problems of nursing con- 
tinue. We were fully aware of the sincere and dedi- 
cated work done by the Committee on Nursing but 
also that the same problems continue to plague us and 
apparently will do so always. The problems of nursing 
recruitment continue and because the needs of the pro- 
fession are changing, the difficulty in getting young 
women interested in the nursing profession has become 
quite acute. It appears now that the requirements for 
a degree in graduate nursing have become so exacting 
that while the demand for trained personnel grows, 
the number graduating decreases. It is probable that in 
time that all of the degree nurses will be used in su- 
pervisory and instructional positions. It is apparent 
that others must perform the essential bedside care. 
It is suggested that the Committee on Nursing look 
into the possibilities of encouraging the training of 
more diploma nurses to fill this need. 

Your reference committee is in agreement with the 
conclusions of the Nursing Committee, but would like 


to emphasize three points that may promote these 
efforts: ; Wie 
1. That the members of the Illinois State Medical 


Society, the auxiliary and component societies continue 
to recruit individuals for the vacancies in training 
schools. 

2. That the Illinois State Medical Society continue 
its efforts to solve the problem foremost in the con- 
cern of all physicians, the adequate provision of trained 
personnel to provide bedside care. 

3. Finally, we reiterate a 
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recommendation made by 








this Reference Committee in 1959, that we recommend 
that the Council of the Illinois State Medical Society 
consider and possibly assist in the presentation of a 
bill to establish present three-year hospital schools of 
nursing as three-year colleges of professional nursing 
so that the individual student may transfer three years 
credit to the college of her choice to complete study 
and receive a Bachelor of Nursing degree. 

I move the adoption of this portion of the report. 
(Adopted) 

COMMITTEE ON NUTRITION: 

Your reference committee was privileged to have the 
chairman of the Committee on Nutrition, Dr. Paul A. 
Dailey, present to emphasize the important work which 
they have done. Noting the activities recorded in the 
report and hearing about anticipated programs for the 
coming year, we felt that the Committee on Nutrition 
deserves to be highly commended for effective promo- 
tional effort in a signally important and rapidly de- 
veloping field of great import to medicine. 

Dr. Dailey announced that another Joint Conference 
on Nutrition co-sponsored with the Illinois Nutrition 
Committee is to be held October 8, 1960 at Normal, 
Illinois. He advised that the Committee on Nutrition 
would like very much to have the local county society 
also participate in the sponsorship of this conference. 
We agree in this suggestion and urge the county so- 
ciety to do so and, also, recommend to this House and 
the doctors of Illinois that as many as possible attend 
and take part in the Joint Conference October 8, 1960, 
at Normal, Illinois. 

I move the adoption of this portion of the report. 
(Adopted) 

COMMITTEE ON PHYSICALLY HANDICAPPED 
CHILDREN: 

In reviewing the report of this committee and the 
discussion in the reference committee meeting, we were 
impressed by the rapidly advancing multi-disciplined 
approach that is being applied to the problems of the 
handicapped child. In the past. the remedial programs 
concerned themselves primarily with orthopedically 
crippled children. In recognition of the multiplicity of 
defects that produce physical, mental and socio-eco- 
nomic handicaps the approach to the total problem of 
the child is impressive. We urge this committee to con- 
tinue its good work and to report to this society on 
the progress as it encompasses all of the problems of 
the handicapped children of the State of Illinois. 

I move the adoption of this portion of the report. 
(Adopted) 

COMMITTEE ON POLIO CONTROL: 

Your reference committee had the privilege and 
pleasure of consultation with the chairman of the Com- 
mittee on Polio Control, Dr. J. L. Reichert, to amplify 
the report as published. We would like to call to the 
attention of the House of Delegates and through them 
all of the physicians of the State of Illinois several 
important aspects of the prophylaxis of poliomyelitis. 

1. There is commendable increase in the utilization 
of Salk vaccine immunization. It appears that the po- 
tency of materials available is increasing and, _there- 
fore, an increase in effectiveness is to be expected. 

2. Annual polio shots are now recommended irre- 
spective of the number previously administered to real- 
ize the fullest protection. 

3. Although the oral live virus material is not gen- 
erally available, the impressive results obtained by the 
broad pilot programs administered all over the world 
would indicate that this is to be an effective addition 
to the prevention program. 

I move the adoption of this portion of the report. 
(Adopted) 

COMMITTEE ON POSTGRADUATE MEDICAL 

EDUCATION & SCIENTIFIC SERVICE: 

Your reference committee was encouraged to note 
that this committee continues to render a useful service 
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although its program is limited to only a small part of 
the potential of the State of Illinois. 

In consideration of the change of administration of 
the Illinois State Medical Society and the much closer 
liaison with all component societies, it is hoped that 
a fuller utilization of the services of the committee 
will be possible in the future. Dr. Louis R. Limarzi, 
chairman of the committee, indicated that a broadened 
program is planned and that this will be appropriately 
implemented after the reorganization is complete. 

I move the adoption of this portion of the report. 
(Adopted) 

COMMITTEE ON RADIATION: 

Your committee was disappointed to find so brief 
a report from the Committee on Radiation. There is 
no doubt that ionizing radiations both from machines 
and nuclear disintegration are becoming more im- 
portant. The possible danger to human lite and health 
must be caretully considered. The tendency for great 
exaggeration in the press tends to produce unwarranted 
fear which in itself does great damage. The committee 
is urged to actively cooperate with the AMA commit- 
tee now investigating radiation so that we may be 
kept fully informed of recent discoveries and recom- 
mendations in this area. 

I move the adoption of this portion of the report. 
(Adopted) 

COMMITTEE ON RURAL HEALTH AND THE 
STUDENT LOAN FUND: 

The reference committee found it interesting and 
gratifying that a full awareness of the needs of rural 
medical care are so well recognized and considerately 
promoted by this council committee. Dr. Harlan Eng- 
lish, chairman, attended the open meeting and com- 
mented on the problems of the loan fund. Although it 
is recognized that disappointments will occur in rela- 
tion to a very small number of individuals, the im- 
pressive number (87) of new country doctors added to 
our roster through this program far outweighs these. 
We feel that the committee is to be commended on its 
total program and that the loan fund is to be congrat- 
ulated for careful and effective administration 

I move the adoption of this portion of the report 
(Adopted) 

COMMITTEE ON SCHOOL HEALTH: 

The report of the committee, as recorded in the 
Handbook and printed in the April number of the 
Illinois Medical Journal should be read by all physi- 
cians to gain knowledge of the problems of school 
health. Dr. W. W. Fullerton, chairman, attended the 
committee meeting. He pointed out a transcription 
error in the printed report that should be noted. In the 
second portion of the second paragraph the statement 
concerning supervision of contact sports in the school 
systems should be changed to read as follows: 

“It was further brought out that probably super- 
vision in the school systems was bad in most instances. 
In further emphasis ot this your committee would like 
to call to the attention of all physicians two recom- 
mendations in the Illinois Report of the 1960 White 
House Conference on Children and Youth. Page 43. 
(7) Schools should not include body contact sports, 
particularly tackle football and boxing, in programs 
tor children of school age through the ninth grade 
Developmental needs of elementary school children 
are best met if physical activities are informal and 
not highly competitive. Children of elementary school 
age are particularly susceptible to bone and joint in- 
jury. Adequate medical supervision of all school ath- 
letic programs is essential. (8) Agencies sponsoring 
athletic activities outside of school programs should be 
required to provide for competent medical super- 
vision. 

Dr. J. L. Reichert attended the committee meeting to 
explain some features of the Chicago school health 
program. He pointed out four goals to be worked to- 
ward in the Chicago program: 
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1. All children should enter school with a com; «te 
physical and mental evaluation of their abilities 
needs. 

2. Where it is needed remedial programs mus 
instituted privately or publicly for the children o: 
indigent. 

3. Except for those carefully screened childre: 
the indigent, the examinations will be performe 
private physicians. 

4. Both private and needed public examinat 
should be performed in the appropriate medical ati 
phere of office or clinic and not in the schools. 

I move the adoption of this portion of the re; 
(Adopted) 

COMMITTEE ON TRAFFIC SAFETY: 

Your committee is well aware, as we feel are 
physicians, of the important problems of traffic saf 
Dr. F. Garm Norbury was present at the meeting 
detail the origin of his interest and to report that 
research program begun in this state is making 
progress. We would recommend that all members 
the Illinois State Medical Society do all in their pov 
to promote this effort. 

I move the adoption of this portion of the rep: 
(Adopted) 

REPORT OF THE ILLINOIS CHAIRMAN, 
AMERICAN MEDICAL EDUCATION FOUNDATION 

It is the confirmed consensus of this reference coi 
mittee that all members of the Illinois State Medic 
Society should be pleased and exceedingly proud 
the significant total contribution by this organizatic 
to this necessary service. We would like to recommen 
that all members of this House examine carefully t 
exhibit on the AMEF and note the real importanc 
of the Illinois participation. 

I move the adoption of this portion of the report 
(Adopted) 

RESOLUTIONS 
ADAMS COUNTY MEDICAL SOCIETY #1: 

We commend the Adams County Medical Society 
for an effective promotional and implemented effort in 
this most worth while activity and move the adoption 
of this resolution. (Adopted) 

KENDALL COUNTY MEDICAL SOCIETY (1) #3 

We are in sympathy with the philosophy implied 
in the resolution and confident that the profession is 
concerned with the unfortunate efforts toward govern 
ment control of medical practice. In view of the known 
opposition of the profession to socialism, we do not 
believe the adoption of this resolution is necessary 
We move that this resolution not be adopted. (Sec- 
onded) 

DR. SAXON: This was our #1 resolution, which 
had a distinct purpose and, personally, I feel that this 
society and House of Delegates should adopt it. I say 
that it is the number one resolution and it is too bad 
that we could not have had them combined under one 
committee. However, this has a special principle all of 
its own, namely, that in it we quote the constitutional 
right and permission and we actually feel that it is 
mandatory on the part of this society to take a stand 
against socialism on the basis that it affects medicine. 

In connection with the report of the reference com- 
mittee, they are concerned with the effort toward gov- 
ernmental control of medical practice. Sure, we all object 
to socialized medicine. This is a broad term but then 
this is a very specific item designated to our constitu- 
tion and in connection with which our Political Ac- 
tion Committee will have some teeth in opposing the 
socialization of medicine according to our constitution 
and bylaws. 

I would therefore move that we reconsider the adop- 
tion of this resolution. 

DR. WHITING: I would like to make some slight 
amplification of our own consideration ef this. 

I would first of all like to point out that Dr. Saxon 
in his resolution implies the etiology of physical and 
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mental disease as socialism. Frankly, we did not feel 
that we wanted to enter into a discussion of this kind 
since there are undoubtedly others who would imply 
the same thing for capitalism, communism, etc. We 
thercfore felt that his implication was only that in 
opposition to socialism and that perhaps he had not 
intended the meaning quite as we interpreted it. 

!HE PRESIDENT: Is there further discussion? Dr. 
Saxon, I am aware that you made a motion but I did 
not hear any second. (Seconded) 

{HE PRESIDENT: Is there any 
motion to reconsider ? 

(The question was called for, the motion voted upon 
and carried.) 

DR. SAXON: I would move that we amend the re- 
port to approve of this resolution. (Seconded) 

(tHE PRESIDENT: It has been moved and seconded 
that we amend the report to approve the resolution. 
Is there discussion? You are voting now on an amend- 
ment to approve the resolution in opposition to the 
position which the reference committee took. Is the 
chair straight on that? You are voting to approve the 
resolution, 

(The amendment was voted upon and lost.) 

THE PRESIDENT: We are now back on the orig- 
inal motion of the reference committee, to not adopt 
the resolution. 

(The motion was voted upon and carried.) 

DR. WHITING: We come next to the resolution 
introduced by Dr. W. O. Ackley concerning examina- 
tions for Airmen’s Certificate Class 3, Resolution #34. 

A very detailed discussion of the background and im- 
port of this resolution was presented by Dr. Leo Sweeney, 
ian took part in the writing of the original AMA resolu- 
tion. It was emphasized that any interested competent 
physician could apply and be certified to perform this ex- 
amination. It was not the belief of this committee that any 
further action was necessary by this House of Delegates. 

We move that this resolution not be adopted. I move the 


discussion of the 


adoption of this portion of the report. (Seconded. ) 


DR. ACKLEY: I would like to say that one of the more 
severe indictments against medicine was made by the FAA 
when it said that eighty-four per cent of all the people that 
it examined and re-examined were disapproved. The charge 
against us is that doctors are either incompetent or dis- 
honest, one of the two. So far as the ruling that they have 

nade goes, that is to be modified. 

The thing about this is that any time that you falsify a 
record, a copy of which goes to the FAA in Washington, 
it is a year in jail or a fine of $10,000. 

As far as the second part of this examination being sent 
to the FAA is concerned, if the FAA issues a license, then 
that is the FAA’s responsibility because they have that in- 
dividual’s report in front of them. 

Now, I have been talking the socialization aspect and I 
think that what will actually happen is that they will 
give it to everyone and then, over a period of time, start 
cutting down and the first thing you know they will have 
a small compact unit. 

I would like to move that some action be taken on this 
thing rather than no action. 

DR SWEENEY: I sat in on the writing of this resolu- 
tion in Dallas and one of the men who came before the 
committee at that time was the first air surgeon for this 
new Federal Aeronautics Administration. He appeared 
there, as well as two or three other men who were vitally 
interested in this. I was led to believe that no physician 
is prohibited from making these examinations if he will 
tell the administration beforehand that he is interested 
and is duly licensed. 

Of course, there are many unqualified people making 
these examinations. I am sure that there is no thought on 
the part of the current medical director of the Aeronautics 
Division to curtail activities of the private physicians. 

Any interested and duly licensed physician can get per- 
mission to make these examinations. 

DR. J. R. O'DONNELL: I happen to be personally 
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interested in this. 1 am a member of the Flying Physicians 
Association. 

I disapprove of the board examining any interested or 
competent physician because just recently I examined a 
man as a general practitioner and he was classified as 
having intermittent hypertension. I received a letter back 
saying he would subsequently have to go to a specialist 
of the Board of Internal Medicine for approval. They 
gave him a temporary certificate for thirty days. I wrote 
to the FAA and received a letter back saying that under the 
circumstances I was an interested person because I am the 
family physician for this man and therefore they wanted a 
disinterested individual to examine this patient. This im- 
plied to them that perhaps I was dishonest. This, of 
course, is what I object to. 

I feel rather strongly that any individually licensed 
physician in the State of Illinois is competent to do this 
type of work. 

THE PRESIDENT: 
resolution. (Carried) 

DR. WHITING: I would also like to point out that 
all the members of this committee took an active and con- 
structive part in its deliberations, to thank all of them for 
their participation and also to thank all of the interested 
physicians who contributed so much to our conclusions 
by their thoughtful discussions in meeting. 

I now move the adoption of the report as a whole. 
( Adopted ) 

THE PRESIDENT: The chair is not certain whether 
the supplementary report of the Committee on Reports 
of Officers, Councilors and Delegates was introduced and 
adopted. 

DR. CALLAHAN: It was not. 

THE PRESIDENT: Will you then present it. 

DR. CALLAHAN: This is in connection with a review 
of the supplementary report by the Chairman of the Coun- 
cil on the subject: “The Relative Value Study.” 

Our committee studied this report and makes this rec- 
ommendation: That this supplementary report be referred 
to the Council and its appropriate committee and, in the 
words of the report ‘consider and study this matter more 
fully and to arrive at some recommendations,” with a re- 
port to be ready at the next House of Delegates. 

I move the adoption of this supplementary 
( Adopted) 

THE PRESIDENT: Dr. Hamilton wishes to make a 
report under unfinished business. 

DR. HAMILTON: As you know, we have made a 
great effort to send out letters to the members of the 
Ways and Means Committee who are down at Washing- 
ton in connection with the matter mentioned at our first 
meeting. We have sent out some two or three hundred 
since we have been down here. However, if there are some 
of you who may not have done so, we would appreciate 
it very much if you would write to one of the two men 
mentioned the other evening. 

We heard just a few moments ago that action by the 
Ways and Means Committee has been postponed until 
next Tuesday and so that will give us another three or 
four days in which to try to exert all the pressure that we 
can. 


THE PRESIDENT: Is there any further unfinished 
business? Is there any new business? Under this item I 
would like to have the permission of the House to grant 
the privileges of the floor to the new administrator, Mr. 
Richards, who wishes to read a statement to you that is 
very short. 


MR. RICHARDS: May I first comment that you are to 
be congratulated upon the progressive and enlightened 
action which you have taken today. As a preliminary step 
in the planning program, the Council has approved the 
implementation - District Councilor meetings during the 
coming year. These meetings will be used to have staff 
directors discuss with your members the problems which 
are facing them. More details will be made available to 
you at a later date. In the meantime, do not forget that 


The motion is not to adopt the 


report. 





we welcome your constructive criticisms and suggestions.* 

With the permission of the President, I should like to 
have Mr. Neal comment upon this arrangement. 

MR. NEAL: I have not planned this appearance for as 
recently as thirteen hours ago it had not occurred to me 
that it would be necessary. However, as Bob pointed out, 
if note were taken of this administrative change, some of 
you might possibly go away thinking we had wasted no 
time getting into a disagreement. 

I would like to say that this change is something that 
I have thought about for some time and the initia- 
tive rests entirely with me. I first made the suggestion to 
the Chairman of the Council more than a month ago 
and later discussed it with Mr. Richards. It seemed to 
me an acceptable and reasonable administrative change 
in view of the reorganization. It is nothing more than an 
attempt on my part to facilitate that reorganization to the 
highest possible degree. Apparently my suggestion has met 
with approval. This, of course, pleases me 

As you know, I have always served at the pleasure of 
the Council and the House of Delegates. In another 
couple of hours there will be a new Council and if it is 
your pleasure that I continue to serve in the suggested 
new capacity, then I shall be very happy and very much 
honored. 

THE PRESIDENT: Is there any other new 
to come before the House? Hearing none, it has 
come to the time when the new administration will be in- 
ducted into office and the old one goes on its creaking 
way. 

This has been a wonderful year—all too swift in pass 
ing at some times and all too dragging at other times, 
according to the mood of the individual. I have enjoyed 
it immensely and I have appreciated deeply the honor 
which was bestowed upon me. I have tried to cover 
the duties of the president efficiently, and I hope that I 
have succeeded in some small way. It is a particularly high 
office and carries with it a terrific obligation. 

I want to thank you for the opportunity of having 
been able to serve you during the past year. I shall never 
forget the memories of the year. I hope that I have con- 
ducted myself as well as my limited capacity permits 

Thank you again and I shall long remember my ex- 
periences here. 

May my applause also go to you for the tact and tem- 
perate conclusions which you have indulged in during the 
three sessions of this House. It has been a joy to preside 
at each. I have not had to rap the gavel too many times but 
there is nothing personal when I do this—it is simply my 
decision and my judgment. 

(At this point the incoming President and his wife 
were conducted to the rostrum.) 

THE PRESIDENT: My friend, Close, I don’t know 
of anyone I would prefer transferring the tools of this 
oftice than to you. For a great many years, I have known 
you personally and then administratively from our service 
in the Council, and I know that the affairs of the Illinois 
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State Medical Society are going to be in wonderful hinds 
this year. 

I am going to transfer to you for the coming yea: the 
Barney Oldfield Memorial Medallion which I know that 
you will proudly wear. With it goes this badge of au’ hor. 
ity, the gavel of the society and also my kindest w: hes 
for a successful year. 

PRESIDENT HESSELTINE: The comments that you 
made, Dr. O'Neill, were most generous. Perhaps one nay 
think it is easy to walk down that aisle, especially v hen 
you have done it many, many times before under diff 
conditions. However, I suspect that even the most 
quent curtain calls do not give the actor the gratificc:ion 
that you would feel at this particular moment 

All means of communication contain deficiencies fo: me 
to express to you my sincere thanks and great elation in 
becoming your president. Any words that I may «ffer 
seem shopworn or inadequate. However, I must say, no 
greater honor could you give to any member. Honors 
should be balanced by responsibility, therefore, I plcdge 
to you that I shall do my best for the Illinois State Medi- 
cal Society and the purpose for which it exists. Every ef- 
fort will be exerted to continue to maintain this 7“ 
during my term in its traditional dignity and yield 1 
my successor free from tarnish or stain. 

On further thought, I am sobered by the fact that if it 
were not for me someone else would be here in my 
place. After evaluation of various factors, the most favor- 
able odds for a member of the Chicago Medical Society to 
become president of our society rests in the ratio of one 
to five hundred. This is another reason why I am humbled 
by your generous act 

I have a few comments to make but before going into 
I would like to ask my lady, Gracie as I call her, 


them 
that you may see her. Will you please 


to just stand so 
stand 

I promise you that the few comments that I should like 
to make will take but very little time. You have heard 
much better oratory during the meeting and, therefore, 
this is not in any way in competition.} 

There were some new officers elected this morning and 
I would like the privilege of the House to have these 
officers come forward. We know them but then I think 
that we owe them that courtesy 

President-elect, Dr. Hamilton 

First Vice President, Dr. Brislen 

Second Vice President, Dr. Swisgard 

Secretary-Treasurer, Dr. Riss. 

We also have an Executive Administrator 
Lull. 

I would 
Richards 

Is there any 
House? If not, 
sine die. 

(Whereupon, in 
12:40 o'clock, p.m., the 
gates adjourned sine die 


Protem, Dr 


also like to have his successor stand, Mr 
further business to come before this 


I will entertain a motion for adjournment 


accordance with regular motion, at 
meeting of the House of Dele- 
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